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THOUGH Coward’s contribution to ophthalmic literature consisted 
of one small volume only, he published a good deal of matter; 
some of it medical, but for the most part metaphysical. One of 
the latter works was ordered to be burnt by the public hangman; 
and as few if any ophthalmologists can have ever been placed 
in a like situation, he deserves a place in the gallery of British 
ophthalmologists. 

He was born at Winchester in 1658 and was educated at 
Winchester College. Kirby’s Winchester Scholars gives the 
following note under the year 1668: ‘‘William Coward (10), St. 
' Peter’s Cheeshill, Winchester. To Wadham Coll.’’ It might be 
. assumed from this entry that he was the son of the parson of the 
parish mentioned, but the entry in Foster’s Alumni Oxonienses 
helps to correct this assumption; but if the ten in brackets refers, 
as it almost certainly does, to the age on entry there can be no 
doubt that he was born in 1658. This does not quite correspond 
with the date in Foster, in which he is said to have been aged 18 
years in 1674, which would make the year of his birth 1656. 

It is not easy to reconstruct his school history for the series 
of rolls is incomplete, and, moreover, another William Coward 
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entered the school in 1667; but in Holgate’s Winchester Long 
Rolls it is possible to identify the two boys with fair certainty. 
In 1670 the senior Coward was high up in 5th Book, and was of 
3rd Chamber; while our ophthalmologist in posse was Coward 
junior, a member of 5th Chamber and low down in 4th Book, 
i.e., very low in the school. Further search establishes the fact 
that a Coward was on the roll ad Winton in 1668, thus agreeing 
with Kirby’s statement. In the next extant roll, that for 1672, a 
Coward is high up in 5th Book and still in 8rd Chamber; while 
in 1673 a Coward of 5th Chamber is low down in 6th Book (the 
senior form), and is on the roll ad Oxon for the same year. In 
1674 Coward is 8th in the school and again is on the roll ad Oxon. 

Foster’s Alumni Oxonienses, 1st Series, Vol. I gives the 
following : *‘Coward, William, son of William of Winchester, 
gent. (the of in Foster always means that the boy was born at); 
Hart Hall, matriculated May 21, 1674, aged 18 years; scholar, 
Wadham College, 1675. B.A., 1677; Fellow of Merton College, 
1680; M.B., 1685; M.D., 1687. In practice at Northampton and 
later at 93-94, Lombard Street, London. Candidate of the College 
of Physicians, 1695, etc., etc. 

Munk’s Roll of the Royal College of Physigians tells us that he 
took his M.A. in 1683, and that he moved to London in 1694. 
Haller (Biblioth. Med, Pract. 4, 177) dismisses him summarily as 
‘‘non utilissimus scriptor.’’ In 1682 he translated into Latin, 
Dryden’s Absolom and Achitophel, but this performance was 
‘‘surpassed by the rival translation of Atterbury.’’ On his arrival 
in Town he attracted considerable attention by his work entitled 
“Second Thoughts Concerning the Human Soul,”’ in which with 
great learning and metaphysical knowledge he united sentiments 
repugnant to the opinions of the best divines. This book, as well 
as another entitled ‘‘The Grand Essay,”’ in defence of it, not only 
drew the attacks of several writers, but the animadversions of the 
House of Commons, which on March 17, 1704, ordered the latter 
book to be burnt by the public hangman : ‘“‘as containing doctrines 
contrary to the Articles of the Church of England, and opposed 
to the Christian religion.’’ Dr, Coward remained a candidate ot 
the College to the last ; and died in 1725; having, it is said, resided 
for some years at Ipswich. His professional writings were as 
follow : 

De Fermento Volatili Nutritio Conjectura, 8vo., Lond., 1695. 
Alcali Vindicatum, 12mo., Lond., 1698. 


Remediorum Medicinalium Tabula, 18mo., Lond., 1704. 


Ophthalmiatria, qua accurata et integra oculorum male 
Affectorum instituitur Medela, 8vo., Lond., 1706. 
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A short account of Coward appears in the Dict. Nat. Biog., and 
also in the two great French Dictionaries of Medical Biography, 
but he is not included in Hutchinson’s Medical Biography. 

Jourdan, Biographie Médicale, 1821, gives him half a page. 
The full titles of some of his metaphysical works are worth quoting. 

1. ‘Thoughts concerning Human Soul, demonstrating the 
notion of human soul as believed to be a spiritual immortal sub- 
stance united to human body to be a plain heathenish invention 
and not consonant to the principles of philosophy, reason, and 
religion, etc.,”” 8vo., Lond., 1702. . 

2. ‘Further Thoughts concerning Human Soul, in defence 
of Second Thoughts,’’ 8vo., Lond., 1703. 

3. ‘‘The Grand Essay, or a vindication of Reason and Religion 
against impostures of Philosophy, proving that the existence of 
any immaterial substance is a philosophical imposture and 
impossible to be conceived ; that all matter has originally created 
in it a principle of internal or self-motion ; that matter and motion 
must be the foundation of thought in man and brutes,’’ 8vo., 
Lond., 1704. 

4. ‘*The Gust Scruting or a serious enquiry into the modern 
notions of soul,’’ 8vo., Lond., 1706. 

Dezeimeris in Dictionnaire Historiquz de la Médecine ancienne 
et moderne, 1831, gives Coward a whole page, with the same 
Bibliography. ‘‘The Gust Scruting’’ becomes ‘‘The Just Scru- 
ting’’ (an obvious misprint for ‘“‘Scrutiny’’). A note is given to 
the effect that the ‘‘Grand Essay’’ was a reply to Broughton and 
his school of psychology ; Broughton having attacked his previous 
works. The bibliography ends as follows: “Coward a en outre 
publié divers ouvrages de litterature et de poésie, dont quelques- 
uns ne sont pas indignes d’estime.”’ Poor old man! his philosophy 
was too much for the ecclesiastics, while his poetical effusions were 
not worthless. I suspect that this is a polite way of hinting that 
they were. 


OPHTHALMIATRIA. 


The title-page of this work is as follows: 
OPHTHALMIATRIA : /Qua Accurata & Integra/OCULORUM 
/Male Affectorum  Instituitur;: MEDELA. /Nova Methodo 
Aphoristice/Concinnata. /Authore GUL. COWARD, Coll. /Med. 
Lond.M.D./Ars Longa, Judicium Difficile. /Hippocrat. Aphor. 
J, /Impressit J. G. Impensis Joannis Chantrey e Parte/Postica 
Hospitii Lincolniensis; Et Tho./Atkinson ad Insigne Cygni Albi 
in Divi Pauli/Caemitaerio, Bibliopolarum, London, 1706./ 
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There is a copy of this rather scarce work in the library of the 
Royal Society of Medicine but the Bowman Library has no copy. 
The contents are entirely in Latin; the title-page sufficiently 
explains that the subject is treated in an aphoristic manner; and 
we gather that Mr. Chantrey had his shop near Lincoln’s Inn 
Gateway, while Mr. Atkinson had his in St, Paul’s Churchyard. 

The book is an octavo of 188 pages. Besides these there are four 
pages of dedication ‘‘Viro Doctisimo et fidei integerrimae Amico 
Manueli Sorrel* Armigero, S.T.D.’’; one page of Latin verse, 
“In Authorem Ophthalmiatriae, Anonymus’’; seven pages of 
preface; one page of ‘‘Index Capitum et Morborum’’; and one 
page of ‘‘Errata.” 

It was common practice at this date, at least I think so, for an 
author to dedicate his book to some patron, and | suppose that 
Manuel Sorrel, Esq., stood in this relation to Coward. Whether 
the reverse was ever common, 1.¢., for an author to dedicate his 
book to a medical man, I do not know. It is very rare nowadays, 
and the only examples that occur to me in recent times are 
Thackeray’s dedication of Pendennis to Dr. John Elliotson, which 
will preserve his name for aff time, in spite of his having dabbled 
in mysticism and magnetism, which wrecked his medical career ; 
and Stevenson’s dedication of (/nderwoods to Dr, Bodley-Scott. 

Coward’s chapters are arranged as follows: De oculo, ejusque 
partibus, occupying 67 pages, a sort of ophthalmic anatomy; 
de visus hebetudine; de albugine, leucomate et macula corneae; 
de Hypopio et Pterygio; de Phlyctaenis, Ruptura, Tumoribus, 
ulceribus corneae; de Rhyade et Eccanthide, de Aegilope, seu 
fistula lacrimali; de epiphora; de ophthalmia; de suffusione seu 
cataracta; de amaurosi seu gutta serena; and lastly, de Tinctura 
N. Basilica. 

It hardly seems worth while to extract much from this old work ; 
I like the visus hebetudine, the dull sight. Some of the prescrip- 
tions are worth quoting as a specimen of ophthalmic practice more 
than 200 years ago. The treatment was, of course, local and 
general; of the latter, phlebotomy, diuresis, sweating and purga- 
tion were much in the ascendant; for instance the wretched 
sufferer from ‘‘hebetudo’”’ got instead of the spherical reading 
glasses that he probably wanted, the ‘following astounding 
prescriptions : 

*R. Pil. Aurear. 3ss., Resin Jalap. gr. viii., Calomelanos. 9i., Ol. 


Succin. gutt. ii., Tart. Vitriolat. gr. iv., Bals. Peru. q.s. S.A.F. Pil. 


*The Sorrels were an old Ipswich family. Manuel, or Emanuel, was a son of 
Andrew Sorrel, bailiff of Ipswich. He was of St. John’s College, Cambridge, and 
died in 1707. His grandfather, Emanuel Sorrel, of Ipswich, was knighted in 1660. 
(Le Neve’s Pedigrees of the Knights, Harleian Soc., Vol. VIII, Venn’s Alumni 
Cantabrigienses, Vol. IV.) - 
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quarum 4 vel 5 die quolibet tertio a Phlebotomia prima cum 
regimine.” ‘‘ Quibus Potio magis arridet.” ‘“‘ R. Aq. Euphragiae, 
Faeniculi D.a.a, 3iss, Epilept. Langii 3ss, Syr. Domest. 3x, S.A.F. 
Potio Purgans.” 

Poor fellow! His treatment must have been a perfect night- 
mare, and I think that most of Coward’s patients would have 
preferred his aphorisms to his purgation. The following is a 
good example of a contemporary eyewash. 

“R. Aq. Euphragiae, Faeniculi Verbenae. a.a. 3iv., Succi 
Chalidonii, Rutae, a.a. 3ii., Piperis Longi, N.M. Garyophill. Croci 
opt. a. 9i., Anthos m.ss. Fellis Perdicis, vel Agni 3i. Incidenda 
incidantur, & tum omnia probe mixta Alembico Vitreo distillentur, 
ut Tinctura extrahatur, que saepius in die Oculi abluantur.” 

Hirschberg, in the Geschichte der Augenheilkunde in der 
Neuzeit, page 121, devotes half a page to Coward. He considers 
the ‘‘Ophthalmiatria’’ the work of a charlatan, though the author 
“full oft speaks of Agyrtae, swindiers.”” The contents are 
extremely poor and exception is taken to the last chapter on 
Tinctura Basilica Nostra; but as [ read it, the ofd gentleman {s 
here giving direction for the proper manufacture of this nostrum, 
which is the last thing a true quack ever does; he likes to keep 
the manufacture of his noted salves and eyewashes a _ secret. 
It must be remembered, however, that the ophthalmofogist of 
even a hundred years ago was very poorly equipped; treatment 


was almost entirely empirical, his knowledge of anatomy was 
moderately good, that of pathology poor, while his methods of 
examination were limited to inspection with the unaided eye, 
and palpation. 

Repeated search at Somerset House has failed to find 
a copy of Coward’s will. There were two ecclesiastical probate 


courts at Ipswich, but these were very small ‘‘peculiars.’’ Unless 


Coward died in the Close, his will would not have been proved at 
Ipswich. Mr. Gibbons, a very experienced record searcher, tells 
me that many wills in olden days were never proved at all. He 
thinks it possible that as Coward made himself so objectionable 
to the Church, they probably would not prove his will; @ sorry 
form of revenge, truly. 

The date of his death, 1725, is pure conjecture ; his last published 
work was issued in 1706 and his name drops out of the Roll of the 
Royal College of Physicians in 1725; probably he died some vears 
earlier, and the Registrar was not informed of his death. 
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IODINE IN CHORIO-RETINAL OEDEMA 


BY 


RICHARD KERRY 


MONTREAL 


THE amount of fluid present in the eye in many cases of retinal 
detachment is much larger than one would expect that the 
relatively few retinal capillaries could furnish, and since the 
chorio-capillaris is the only other probable source of the fluid, one 
naturally concludes that the objective signs present in this con- 
dition are due to choroidal trauma, direct or infective. As retinal 
oedema, amounting to detachment, is found in cases of choroidal 
inflammation and, as one of the effects of ligature of the vorticosae 
is to cause detachment, almost indistinguishable from the traumatic 
form, it would seem that retinal detachment is ordinarily due to 
choroidal effusion. 

Whatever view one may take of the pathology of this condition, 
measures to promote absorption of fluid and at the same time to 
terminate causal inflammation are indicated. There is no more 
powerful stimulant to cellular metabolism than iodine and the 
writer has been using this remedy in some recent cases of chorio- 
retinal oedema, with encouraging results, 

The first case, a man, aged 40 years, had injured his left eye 
by collision with the edge of a door, two weeks before his first 
visit. Examination showed undoubted detachment extending from 
4.30 to 6 and flat detachment or oedema to a line running from 
3 to9o’clock. Vision : larger letters seen misshapen and irregular ; 
large defect in the upper temporal field. Two days after the first 
injection of iodine the oedema had disappeared and within the 
week the retina had become reattached. As the swelling lessened 
it was seen that the inferior nasal artery had been injured; near 
the disc it appeared as a white cord while further out it was small 
and pale pink in colour; corresponding to this injury was a large 
defect in the upper temporal field. The artery gradually recovered 
its function and in three months the.scotoma, which had invaded 
the fixation point, had receded so far that it was causing no 
trouble. Recent reports, two years after the accident, indicate that 
the eye is acting normally. 

The second case, a man, aged 50 years, came in with acute 
oedema of the right retina with accumulation of fluid at the lower 
part of the eye. Apparently floating on the fluid were a number 
of relatively large, buff-coloured spots of exudate, taking their 
contour principally from the nerve-fibre layer. Vision practically 
nil. Two days after the first injection the oedema had disappeared 
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and the retina looked as though there were choroidal atrophy 
present, minus pigment changes. Three weeks later there were 
a few small atrophic spots on the fundus, but central vision was 
normal, as luckily the macula had not been affected by the exudate. 
There was history of rheumatism in this case and there was dental 
sepsis. The blood was not examined but the teeth were attended to. 

The third case was a woman, aged 40 years, on whom I had 
refused to operate for cataract two years previously, because of 
her wretched general condition. Two weeks before her first visit 
a finger had been poked with violence into her seeing eye, causing 
smart external haemorrhage. Examination showed retinal detach- 
ment, involving the lower half of this retina and extending to well 
above the horizontal line. Two days after the first injection there 
was still some detachment just below the disc, which disappeared 
during the next few days. As there was central opacity in the lens 
in this case, the vision obtained, 6/12, was about what one would 
expect and as near vision was J.1. there was no central retinal 
defect. 

The preparation used in these cases was a solution of iodine in 
sesame oil (1-40) sterilized on a water-bath. Fifteen minims were 
given, twice during the first week, once a week later on, with a hypo- 
dermic syringe, any convenient site being chosen (not the con- 
junctiva, as has been done). The injection must be carried well 
through the skin, otherwise induration results, but intra-muscular 
injection is not necessary. The syringe must be washed with ether 
after use to preserve the needle. There are a number of iodine 
preparations on the market, but on the general therapeutic principle 
that a compound is active in proportion to the simplicity of its 
ionization, the simple solution is preferable to the more highly 
organized molecules contained in tetra-iodo-phenol-phthalein and 
similar preparations. 

Some years ago the writer made a 1-50 colloidal solution but 
found that it was not nearly so active as the oil. If the statement 
(Overton) be correct, that the outer layer of cellular endoplasm is 
composed largely of lecithin and other fatty bodies, this fact may 
have some bearing on the greater activity of the oily solution. 
The slowness too with which iodine in fatty combination is 
excreted, undoubtedly enchances its action on cellular metabolism. 

As an illustration of the potency of iodine, it may again be 
pointed out, that it is possible to kill a patient with advanced 
pulmonary tuberculosis with 0.5 grain; the absorption of exudate 
which it causes, setting free sufficient toxin to overwhelm the 
enfeebled organism. Its use in ordinary cases, even in multiple 
tuberculous bone lesions is not dangerous. As 0.25 grain once a 
week in the body of an adult can have no great effect as an anti- 
septic, its undoubted potency must be due to its action, either 
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directly, or indirectly through the thyroid, as an anti-toxin or to 
its effect as a stimulant to cellular metabolism, 

If we can depend upon results such as those given above we shali 
materially better the prognosis of chorio-retinal oedema, and the 
effects obtained in these cases and in many others of different type, 
justify careful investigation of the treatment. 








A CASE OF CONGENITAL GLAUCOMA OF 
UNUSUAL TYPE 


BY 


W. G. Laws 


NOTTINGHAM 


THE account of a peculiar case of glaucoma in the BRITISH JOURNAL 
OF OPHTHALMOLOGY for February reminds me of one presenting 
in some respects similar, and at all events interesting, features, a 
short note of which may be worth publishing, 

M.P. was a girl, aged 15 years, when I saw her in March, 1923. 
Her right eye had a semi-dilated pupil, surrounded by a ring of 
uveal pigment; the pupil showed no reaction to light but acted 
consensually. The fundus presented a striking appearance. The 
disc was deeply cupped (7D, to 8D.), the retinal veins were 
enormously distended, the arteries also considerably larger than 
normal. Tension was about +1; the field of vision a small oval 
10° in horizontal, 8° in vertical diameter, including the macula, 
and reaching to the blind spot. Central vision was 6/12 (partly). 
The left eye, except for a small error of refraction, was quite 
normal. 

Some months later Sir R. Cruise saw her. He wrote: ‘‘The 
pupillary and retinal conditions are most striking and interesting, 
and I thought that at about 11 o’clock the root of the iris looked 
as if it was adherent far back to the cornea—probably a congenital 
condition which by occupying sufficient of the circumference of 
the base of the iris would account for the glaucoma.”’ 

Operation (Aug., 1923) seemed to confirm this view. On making 
a ‘‘small flap’’ at the upper margin of the cornea the point of the 
keratome as it entered the anterior chamber engaged at once in 
some filmy tissue lying between the cornea and the iris; as it could 
not be disengaged the incision was enlarged by small sideway 
movements instead of by pushing the keratome onwards. When 
the vertical scleral cuts were made the bleeding was unusually free 
and persistent. A tendency to iris prolapse necessitated a small 
iridectomy, and the bleeding was again extremely free. A fort- 
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night after operation it was noted that the turgidity of the fundus 
veins was less, 

For about three months after operation there were occasional 
attacks of pain round the right eye, but these gradually ceased. 
When last seen (Dec., 1925) the retinal vessels were of not more 
than normal size; the depth of the cup was 5.5D. to 6D.; central 
vision was 6/6 (partly) ; the area of the field of vision was the same 
as before, A feature of the case which was not obviously explicable 
was that the right eye was slightly (4”) more prominent than. the 
left. It remained so after operation. 

No history could be obtained which enabled one to date the 
onset of the glaucoma. The outgrowth of uvea through the pupil 
suggested that it had been present for at least a couple of years. 
It seems possible that it had something to do with the onset of 
puberty. 








BILATERAL CYSTS OF THE CORNEA 


BY 


L. WEBSTER Fox, M.D., LL.D. 


PHILADELPHIA 


Cysts of the cornea must be very rare indeed, since a careful 
search of the tabulated and indexed records in ophthalmology 
‘ brings to our attention only the case reported by de Schweinitz 
and Crampton in the Ophthalmic Record, Vol. XX, page 42, 1911. 
There are other case reports of cysts of the cornea secondary to 
direct injury recorded by Collins, Schieck, Czermak, Gruening, 
Tertsch, Augstein, Clausnizer and Tirumurti, but only that 
reported by the first-mentioned observer corresponds with the 
case here under observation. Even including all of these cases 
the condition is by no means commonplace, In the American 
Journal of Ophthalmology among the abstracts there is a note upon 
this subject by Fileti, published in the Ann, di Ottal. e Clin. Ocul., 
Vol, 53, p. 696, 1925, concerning the bibliography of the condition, 
According to this writer only twenty cases are reported in literature 
and of these only eleven have included pathological findings. Also 
in this paper he describes a case seen by himself in which the 
condition followed an inflammatory affection of the cornea. He 
excised the cyst in one instance, but was unable to demonstrate 
any connection with the ariterior chamber. The vision was reduced 
to 1/60 in one eye and 1/14 in the other and was not improved 
by operation. These cysts were true cysts and lined with 
endothelium. The cyst in our case was in reality a separation of 
the lamellae of the cornea. 
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The patient in this instance was a little Jewish girl about eleven 
years of age who was the subject of a pronounced convergent squint 
when she was about five years old. She had come under the 
writer’s observation at that time, but the parents tired of the routine 
of training, and in the early part of 1925, sought more radical 
relief from other sources. At this time she underwent a double 
advancement operation at the hands of another surgeon. Heapings 
up of the conjunctiva had marked the sites of the anchorages of 
the advancements and alarmed the parents. They were assured 
by the operator that these would soon subside, which they seemed 
to do, but not very rapidly. The squint was overcome however, 
but only for a short time, after which the eyes returned to their 
former alignment. Three months prior to her return to our service 
the mother had noticed white spots appearing upon the cornea, 
most pronounced in the left eye. She returned to the surgeon who 
had performed the advancement but was assured they were of no 
moment and would -soon disappear, according to the mother’s 
statement, 

The patient was then taken to the Wills Eye Hospital in this 
city where she was advised that an operation would be necessary, 
but what kind or for which of her several eye conditions, the mother 
did not seem to understand. This was in November, 1925, and the 
record at Wills Eye Hospital showed that her vision was 6/60 and 
6/12, and that no view of her eyegrounds was obtained on account 
of the severe blepharospasm. The report furnished us was vague 
as to the other conditions. At the time she presented herself for 
our second observation several striking features were noted. In 
the first place the squint had failed of complete relief and con- 
siderable convergent strabismus was still present. At about the 
site of the anchorage of the advancement in the left eye, a V-shaped 
separation of the sclera was to be seen, in the bottom of which was 
the dark blue pigment of the choroidal coat. This V-shaped 
separation extended into the cornea where the diffraction resulted 
in giving it a steam-like aspect. In the right eye it was possible 
to demonstrate a very much less marked condition of the same 
character. 

The importance of this case justified us in making an intensive 
study of it from all angles. An attempt was made to study the 
case with the slit-lamp. without having the pupils dilated, and 
while much information was obtained thereby, subsequent examina- 
tions with the pupils dilated were more satisfactory. The right 
eye did not show at all well without a mydriatic. The illumination 
was too strong and passed right through the steamy area. In the 
left eye the corneal segment made by the narrow beam of the slit- 
lamp passed over the V-shaped steamy area, and shortly became 
two—one with the convexity anteriorly and the other with the 
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convexity posteriorly-—showing that here was a cyst, and that these 
images were due to the anterior and posterior walls of the cavity 
respectively. As the apex of the steamy area was reached, which 
was about the centre of the cornea the images approached each 
other fusing as the healthy normal cornea was reached. The 
infiltration seemed to be beneath Bowman’s membrane anteriorly 
and in front of Descemet’s membrane posteriorly. Presumably 
this connected with the vitreous, or at least with the sub-retinal 
space, through the whole vitreous. This explanation is necessarily 
speculative. 

A subsequent examination by the slit-lamp with the pupils dilated 
showed a confirmation of the previous findings but demonstrated 
in addition the presence of blood-vessels in the limbs of the V- 
shaped steamy opacity of the cornea of the left eye. The 
perforation of the sclera was more easily made out at this examina- 
tion and the details readily discerned. Altogether the condition 
appeared to me more marked throughout than upon the previous 
examination. The limbs of the V were becoming wider apart and 
the apex seemed to be progressing across the cornea, 

This patient was most carefully examined and studied upon 
several occasions in order to demonstrate beyond peradventure ot 
a doubt that the middle layers of the cornea had been split, and 
that fluid, possibly from the interior of the eye, now occupied the 
cavity produced by the Splitting. 

The progressive character of the condition prompted us to 
undertake a surgical operation. Accordingly after proper prepara- 
tion the patient was etherized. After the eye speculum had been 
introduced in the left eye the globe was grasped and held firmly 
by fixation forceps and a smaller angular keratome was passed into 
the cornea at the upper margin on the temporal side of the steamy 
area. The point of the instrument was then turned down so that 
it re-entered the cornea from above and opened the cystic cavity 
vertically. A considerable amount of fluid escaped, some of which 
must have been aqueous since the keratome must have entered the 
anterior chamber on its initial passage through the cornea. The 
Stevens’ scissors were then introduced into the wound and made 
to cut through the lower margin of the steamy V. This had the 
effect of cutting off the blood supply, which the corneal microscope 
had shown us to be quite profuse. The entire cystic area collapsed 
and the cornea and adjacent tissue became flat, thereby justifying 
our diagnosis and treatment. The edges of the corneal wound 
were cauterized with a weak solution (one per cent.) of trichloraceti¢ 
acid, and novoform-atropine ointment was applied followed by the 
usual aseptic dressing. 

Upon examination with the slit-lamp (following an uninterrupted 
convalescence) about two weeks after the operation the eye appeared 
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to be quiet. The hernia of the ciliary body previously noted had 
completely subsided and the scleral opening appeared to have 
closed. The cornea was remarkably clear, and a few active vessels 
could be seen above, although these had been severed in the 
operation, and were expected to have collapsed: The corneal 
opacity—the steamy portion—seemed to have dropped slightly 
below the pupillary area, and did not occupy the central portion as 
formerly. There was no bulging. The iris was now easily visible 
through all portions of the area previously occupied by the steamy 
opacity. As the beam of the slit-lamp was passed over from the 
normal cornea to the site of the cystic cornea, it underwent dis- 
tortion, but maintained its singular identity. Previously, it will 
be recalled, it divided into two beams, one with the convexity 
anteriorly and the other with its convexity posteriorly, 

Ophthalmological examination upon March 30, 1926, showed 
the vision of the right eye (the unoperated eye) to be 5/60, both 
with and without glasses, but in the left eye (the operated eye) 
it was 5/6 without glasses and 5/5 with glasses. Both eyes were 
quiet. The hernia of the choroid previously noted in the left eye 
was no longer in evidence. There was a very small vesicle at the 
site of the corneal incision above and a few vessels could be made 
out, but the walls of the cyst remained in close contact and only 
one beam could be demonstrated by the slit-lamp. The result 
was highly satisfactory to the patient and her mother as well as to 
the operator, 

Examination upon June 30, 1926, showed the following details. 
The right eye showed the cornea to be entirely clear—no opacity 
was visible as was noted upon the first examination. The eye was 
slightly convergent. There was still considerable heaping up of 
the conjunctiva and episcleral tissue at the site of the advancement 
anchorage. There was in the midst of this a pin-head sized bluish- 
black area presumably due to a hernia of some part of the uveal 
tract, perhaps the choroid or ciliary body. The vision was 6/45 
and with lenses could be brought to 6/12, and at close range could 
only distinguish the 2.00 M. type at a distance of about 40 cm. 
This indicated some slight improvement in vision. The tension 
was normal, 

The left eye (the operated eye) showed a faint triangular out- 
line of the area which was originally occupied by the rather dense 
whitish opacity. Below the centre of the cornea and slightly to 
the temporal side was a white macula about 2 mm. in diameter the 
vestige of the large white area already referred to. The anterior 
chamber was normal in depth and there was no evidence that the 
linear sulcus of about 2 mm, length, which could be seen at the tem- 
poral margin of the cornea, was a patulous opening into the anterior 
chamber. The tension was normal. It would have been diminished 
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otherwise. There was no hernia of the choroid, and the heaping 
up of the episcleral tissue on the temporal side of this eye originally 
observed seemed to have been absorbed. The vision was 6/6 
without glasses and with glasses 6/6 plus. Close vision as well 
as accommodation was normal. The patient could read the 0.50 
M. type at 35 cm. without difficulty. 

On March 7 and 8, 1927, the patient again presented herself for 
observation. The right eye at this time showed a decided squint. 
The cornea was entirely clear, the tension was normal, as were also 
the iris, lens, vitreous and eyegrounds. At the site of the original 
advancement operation on the external rectus there was a per- 
sistence of the heaping up of the conjunctiva and underlying tissue 
with a slight protrusion of the choroid—a slight hernia of the 
vascular coat. The vision was 6/30 and could not be improved with 
lenses.. This was a decrease in vision over the last observation. 

The left eye was straight. The cornea showed a very small but 
dense white isolated scar, a trifle to the temporal side of the centre, 
but separated from the corneal margin by an area of clear and 
transparent cornea. Originally the opacity extended from its apex 
back to the corneal margin like an expanding fan. At the corneo- 
scleral junction corresponding to the horizontal meridian there 
were two linear depressions, the smaller one above and the larger 
one below the horizontal meridian. These would suggest the 
possibility of fistulae, but the anterior chamber was of normal 
depth and there was no bulging forward of the iris although it 
could be seen more distinctly through these depressions than else- 
where. These corresponded to the incision made for the purpose 
of draining the corneal cyst. There was no evidence of the 
hernia of the choroid which was so prominent upon the initial 
observation. The tension was normal and the fundus which was 
readily seen with the ophthalmoscope was normal. The vision 
was 6/9 without glasses and 6/6 with glasses. Close vision and 
accommodation were normal in this eye, although originally 
almost nil. The fluctuations in vision in both eyes are worthy 
of comment. 

In May, 1927, she was again examined in detail and showed 
no variation except in the matter of vision. Without glasses this 
was 6/60 and 6/6, but with correction under atropine cycloplegia 
it was 6/15 and 6/6. 

In summarizing this case for purposes of discussion several 
features are outstanding. The matter of deep anchorage of the 
advancement is especially prominent. Many operators have felt 
that could their anchorages have been made sufficiently deep their 
advancements would have been more permanent, Here the 
anchorages were made exceptionally deep and yet some force was 
sufficient to overcome them and permit the original squint to return, 
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Why a cyclitis did not supervene is also a matter for comment. 
The unusual development of a separation of the lamellae of the 
cornea is sufficiently rare to afford considerable discussion. The 
result following an original method of surgery was highly gratify- 
ing to the surgeon, but the fact that there was a physiological 
variation in the vision of the unoperated as well as the operated 
eye must not be overlooked. There was likewise a degree of 
spontaneous absorption of the steamy area in the cornea of the 


unoperated eye. 








A CASE OF SYMPATHETIC OPHTHALMITIS 
BY 
GEORGE YOUNG 
COLCHESTER 


Heretorore ophthalmic surgeons have opposed the enucleation 
ofthe first eye, once the second has become affected by sympathetic 
ophthalmitis, if any degree of vision remains in the first eye. 
Experience derived from tragic lessons in the past had established 
this rule. The latest books of reference quote it. More recent sum- 
maries remind us of it again.” But when the slit-lamp enabled 


us to recognize much more recent signs in the second eye than had 


been possible previously, enthusiasm voiced the notion that it might 
be advisable to enucleate the first eye as soon as we saw those signs, 
On such occasions my mind rose in rebellion, for I believed in the 
old rule so firmly as to fancy that if the slit-lamp were to lead us 
into even considering such a step it were better to be on guard 
against actually taking it. Moreover, now that we could detect the 
very first signs in the second eye, we should be sooner warned; 
while had we failed to recognize these initial signs we might have 
removed the first eye judging the second to be still within the 
period of safety from sympathetic ophthalmitis. 

Then this case came along. Perhaps to remind me that tempora 
mutantur. Its course gives food for reflection; and though it does ° 
not presume to overthrow, yet it challenges the old maxim. For 
it might actually prove correct to remove the first eye, vision Or NO 
vision, even after the earliest signs have appeared in the second 
eye. 

T.H., aged 72 years, a ship’s stoker, had a lubricating 
gauge glass burst and cut his left eye through the cornea 
and ciliary body in the upper outer quadrant on August 6, 
1926. He was under the care of Mr. J. A. Valentine at the Ports- 
mouth Eye Hospital till the end of August, when he returned 
home and presented himself at the Out-patient Department of the 
Essex County Hospital with a letter from my colleague asking me 
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to carry on with his case. The eye was under atropine and was 
apparently quieting down. In particular it was free from plastic 
exudates and keratitis punctata, and the aqueous humour was 
clear. It showed an excised prolapse and adherent scar. The 
other eye was normal. Both eyes were scrutinized with the slit- 
lamp on every clinical day and on September 29, 1926, keratitis 
punctata was observed in the wounded left eye, with oblique 
illumination. The right eye was free from ciliary injection and 
oblique illumination showed nothing, but the slit-lamp did: there 
was no increased flare, but at the temporal margin of the pupil 
there was the minutest beginning of exudation from the edge of 
the iris and the posterior surface of the cornea showed several 
small deposits, like droplets of liquid glue, transparent but with 
a tinge of buff. 

I was conscious of being face to face with an entirely new clinical 
aspect, which more than shook the firmness of my previous con- 
viction, Thrown on one’s own resources with no time to lose 
means acting promptly and with decision. This was no case for 
obstinately adhering to a principle, where reason dictated other- 
wise. Here were the ‘‘pellucid keratic precipitates’’ so emphatically 
pointed out as quite distinct from organized keratitis punctata, and 
from ‘‘bedewing.’’ The left eye, already seriously impaired, had 
now flared up and was commencing its attack on its opponent, itself 
condemned to perhaps complete destruction, its vision reduced to 
hand movements. But the second eye was barely attacked. I felt 
that the second eye would be doomed unless I sacrificed the first 
without delay.. The man was intelligent. I put the case before 
him in all its colours and he decided to take a fighting chance 
and face the possibility of total blindness. 

Inside of three hours the left eye was enucleated ae with it a 
long piece of optic nerve was excised. On principle! For what 
conclusive evidence have we that infection travels through the optic 
nerve ? 

My house surgeon—Mr. Joy Smith—at once started vigorous 
therapy.* This treatment was continued by him most faithfully 
for ten weeks, during which the patient went through an 
acute attack of sympathetic ophthalmitis, with vision at one 
time dropping below 6/60, and all the inflammatory signs, the haze 
of fundus and media, the blurring of optic nerve, called optic 
neuritis without sufficient evidence. It was significant that the 
anterior portion of the eye escaped plastic exudates, and the 
aqueous humour was far less turbid than is usual, only showing 
increased flare when the eye was at its worst. The eye made a 





“Iodides and salicylates in large steady doses, and salvarsan intravenous 


injections frequently repeated. Tetanus seemed too heroic a remedy until we know 
more about it. 
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complete recovery. On January 17, 1927, his vision was 6/9 partly 
under atropine c, +0.50 sph. +0.26 cyl, horiz.=6/9 better. On 
March 22, 1927, it was exactly the same, when atropine was stopped 
and has not been resumed. The eye has been quiet up to the present 
but for occasional attacks of conjunctivitis to which he is subject, 
partly due to a tendency to ectropion, which clear up promptly 
under lotion and eye drops. 

My last examination was on August 31, 1927 : conjunctiva clean, 
fundus and media flawless, with ophthalmoscope and _ slit-lamp, 
even lacking the tell-tale landmarks on the lens capsule which 
stand so often as the life-long recorders of bygone uveitis. Kerato- 
meter: scant 0.50D. against at 180°. V. 6/9 partly c.- 0.75 cyl. 
90° 6/9 full; c. +3.50 J.3. As this is one year and twenty-five days 
after the accident I think it is reasonable to look upon his cure as 
permanent.* 

Sympathetic ophthalmitis has been a rare occurrence in my 
experience and I cannot offer clinical statistics of great value, nor 
does this single case answer my questions, How much of its 
recovery was due to prompt surgery ? How much to therapy? It 
is significant that this is my first and only case that has made any- 
thing like as good a recovery, though in all others equal efforts 
were made with therapeutic measures. With ail due respect for 
other views and with every aversion against too hasty conclusions. 
I am inclined to attribute this recovery to the early removal of the 
first eye, and to believe that.had I not removed it this patient would 
not be blessed to-day with one quite sound eye. Let all who have 
similar experiences to tell come forth with them, and if this should 
prove in time to be the rule we may well credit the slit-lamp with 
having drawn some of the teeth of this dreaded dragon, and if 
progress should lead to the overthrow of the old doctrine the latter 
may be found to have been no less sound in its time. 

I cannot close my paper without acknowledging the debt ot 
gratitude, which I for one owe to Mr. T. Harrison Butler and the 
teaching in his slit-lamp course. Through force of circumstance 
I could not go to the source at my old university at Ziirich. The 
regret I felt at this he has banished, for he brought it to me and I 
learned of ‘‘pellucid keratic precipitates’ and ‘‘bedewing,”’ terms 
I believe suggested by himself. I owe my having ‘‘spotted”’ this 
case in time to his teaching. There is no doubt that my fortunate 
decision here was prompted by some strong opinions he expressed 
at times.® 

Little dots of glue on slides, viewed against a darker background, 
as would be the keratitis punctata pellucida against iris or pupil by 
ordinary oblique examination, are quite invisible and would escape 
the most careful observer. Placed on a white surface, or viewed 





* The eye is still in perfect condition. January, 1928. 
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through a No. 3 ocular layer inverted on the side, as taught by 
Stoehr in his practical book of histology, they give a fair idea of 
what the deposits looked like, which I saw on the back of the 
cornea. With the slit-lamp and high power and the judicious 
use of illuminations they were seen easily, as was also their tinge 
of buff. 

I am indebted to Mr. Valentine for kindly furnishing me with 
what notes and sketches he possessed of this case while the man 
was under his care. He first came to him on August 13, 1926, 
one week after the accident. The iris was prolapsed, vision on 
August 20 was fingers. On August 21 the prolapse was excised 
and the hole covered with conjunctiva, fastened with two stitches. 
The lower lid was cauterized in six places on its conjunctival surface 
for ectropion. . 

No one desires more than I do-that the true credit in. this case 
be given to the true cause. My scepticism of the value of thera- 
peutic remedies in this disease inclines me to attribute it so entirely 
to surgery, that in a similar case I would feel like eliminating 
them, were it not for the blood condition, which has been put 
clearly before us.®. In the face of such convincing evidence one 
does not feel justified in suspending the additional therapeutic 
measures. But admitted we must combat them: are these blood 
conditions pathognomonic of sympathetic ophthalmitis? I shall 
not feel they are, until similar blood changes have been positively 
excluded in all other forms of uveitis. And this is a point for 
investigation for those who are in a position to carry it out, 
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A NEW OPERATING LOUPE 


BY 


D. PRIESTLEY SMITH 
BIRMINGHAM 


MAGNIFICATION is a decided advantage in such minute work as 
eye-surgery. The best means is a pair of lenses placed at a 
considerable distance from the wearer’s eyes, for to obtain the 
desired magnification by glasses worn close to the eyes the lenses 
have to be so strong that one is compelled to get too close to the 
field of operation. For the best result they must be not much less 
than 8 cm, from the wearer’s cornea. 

Another advantage of having them at such a distance from 
the eyes is that by using lenses of the right size one can magnify 
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just so much of the field of view as is needed, leaving room to 
look above, below, and to either side of the lenses, at things 
further off—including the instrument tray—-which would be blurred 
if looked at through them, 

On the other hand, the lenses must not be too far from one’s 
eyes: if they are more than about 10 cm. the view of the operation 


area seen through them moves about too much with every move- 
ment of the wearer’s head. 

In the present instrument these magnifying lenses are carried 
on a light rigid scaffold springing from the tops of the rims of a 
pair of spectacles worn in the ordinary position, These spectacles 
are glazed with the surgeon’s own distance correction, if his error 
of refraction is great enough to impair definition to a material 
extent. In my own case I find it worth while to correct half a 
dioptre of astigmatism, 

By a simple device, the invention of the makers, at the sides 
of the spectacles, their slant, together with that of the object 
lenses, can be varied at will by the wearer. 

The object lenses can be folded flat against their carrier, which 
latter is instantly detachable from the spectacle frame, so that 
the whole instrument folds into a conveniently small case. 

The strength of the lenses (including prisms), and the placing 
of the glasses are designed to obtain the necessary magnification 
(not quite 1.5 diams.) at a comfortable working distance, and with 
the least possible disturbance of muscle-balance. I have used 
the experimental models for two years, and find the instrument 
most helpful. 

The instrument is made by Messrs. Theodore Hamblin, Ltd. 
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WARNER'S OPERATION FOR CATARACT 


BY 


R. R. JAMES 


LONDON 


THOSE who, like myself, were interested to read the letter on 
Sharp’s knife for making the cataract section by Mr. Percy 
Flemming in the BRITISH JOURNAL OF OPHTHALMOLOGY, Vol. XI, 
page 94, 1927, may like to see an account of how Warner performed 
the operation of extraction. The following account is taken from 
Chandler’s ‘Treatise on the Diseases of the Eye,’’ 1780. 

‘*The manner in which this operation (Warner’s) may be per- 
formed is as follows : The patient being seated upon a large trunk, 
or box, the operator places himself exactly opposite, upon a seat 
of a convenient height, and in a room where the light is moderate, 
that the pupil may not be too much contracted. 

‘“‘This being done an assistant stands behind the patient, who 
puts his right hand under the patient’s chin, after having covered 
the right eye, supposing it to be the left which is to be operated 
upon ; the assistant then places the back part of the patient’s head 
on his breast, at the same time directing the face upwards, to 
prevent the sudden discharge of the vitreous humor. He after- 
wards lifts up the superior eyelid with two or more of his fingers, 
taking care not to press upon the globe of the eye above: the 
operator at the same time depresses the inferior eyelid, with this 
precaution, not to press upon the inferior part of the globe of the 
eye till the incision is made. The patient must look straight for- 
wards, and a little upwards. The operator now fixes his right 
elbow upon his right knee; after having put his right foot firmly 
on the patient’s seat for this purpose. He then suddenly and 
resolutely introduces the point of his knife through the external 
part of the cornea, opposite to the centre of the pupil, directing 
it horizontally betwixt the anterior surface of the iris, and the 
interior surface of the cornea, into the fore-chamber of the eye, 
till it penetrates through the cornea on its opposite side; when 
the inferior part of the cornea must be suddenly divided, by 
directing the blade of the knife downwards and outwards. The 
larger and lower the incision is made the better will the operation 
be likely to succeed; and if it happens that the wound thro’ the 
cornea proves too small it must be enlarged by a pair of sharp 
scissars, well polished ; the blade of which must be curved so that 
they may have a convex and concave surface. 

“The next process of the operation is to wound the aranea. 
This ought not to be attempted till a few minutes after the cornea 
has been incised: as soon as the incision is made through the 
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cornea the eyelids should be set loose. By paying a proper 
attention to these maxims the whole of the aqueous humor will 
be evacuated; the iris will become flaccid and subside upon the 
cataract : the pupil will be dilated, and the instrument for cutting 
thro’ the capsula may then readily be directed under the flap 
of the cornea to the inferior edge of the pupil. From these 
precautions the pupil will escape violence: to which it is very 
liable from the passage of the cataract through it when contracted 
and. small. - Immediately after the membrane is wounded the 
globe of the eye must be pressed gently upwards, that the cataract 
may be squeezed thro’ the pupil and inferior part of the cornea, 
where the incision has been made. The cataract being thus 
removed the eyelids must be covered with a soft double or triple 
rag, dipped in a cold solution of saccharum saturni, or the pulvis 
cerussa comp. prepared in damask rose water, or spring water : 
this application must be kept on with a soft linen roller, and 
renewed two or three. times a day. The patient must be laid on 
his back upon a bed or couch; and in this situation he must keep 
himself for some days that the wound made through the cornea 
may heal, and the newly secreted aqueous humor may be pre- 
vented from escaping out of the eye. 

During the inflammatory state the eye should be treated with 
emollient fomentations and the patient’s body must be kept open : 
opiates likewise must occasionally be administered.”’ 


Explanation of the plate. 


Fig. 1. The eye with Mr. Warner’s knife passing thro’ the 
cornea. 


Fig. 2. Mr. Sharp’s knife in situ. 


Fig. 3. The eye with the wound on the inferior part of the 
cornea, with the instrument passed under the cornea and lying 
upon the iris, for dividing the aranea. 


Fig. 4. The cataract, 


Fig. 5. The instrument for dividing the aranea with the point 
of the lancet out of its case, 


Fig. 6. The curved scissars for enlarging the wound of the 
cornea, 


The few facts which follow are taken from the ‘‘History of 
Guy’s Hospital,’’ by Wilks and Bettany : 

Joseph Warner was born in Antigua in 1717; he was educated 
at Westminster and apprenticed at the age of seventeen years to 
Samuel Sharp, surgeon to Guy’s Hospital. He volunteered for 
active service in ‘‘the 45,’’ and was in Scotland, A surgeon 
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named Cowell was also present with the forces; both Warner 
and Cowell were contemplating applying for the post of surgeon 
to St. Thomas’s Hospital; while in Scotland Cowell learnt that 
the vacancy had been declared. Without telling Warner he 
obtained leave of absence on account of urgent business in London. 
Cowell was elected and it is said that Warner never forgave him 
this piece of sharp practice, and that when he met his colleagues 
at the Court of. Assistants at Surgeons’ Hall he invariably accosted 
them thus: “‘How d’ye do, gentlemen? I am glad ‘to see you all, 
except Mr. Cowell” (Wadd, Mems., Maxims, and Memoirs,”’ 
1827). 

Warner was elected surgeon at Guy’s shortly after this date. 
He died i in 1801. 








ANNOTATIONS 


The Work of the Medical Research Council 


The Medical Research Council has recently issued its report 
for the year 1926-1927.* When commenting on the previous year’s — 
Report (Brit. Ji. of Ophthal., Vol. XI, p..346, 1927) we drew 
attention to Lord Balfour’s account of the principles on which the 


Board acted in the administration of the all too scanty funds at 
their disposal, i.e., briefly to allow the first-class brain a free hand 
to carry off researches as seems best, while the second class 
picks out the practical plums. The sum actually provided by 
Parliament as a grant-in-aid was only £135,000, and had this . 
not been largely supplemented by private donations, which 
included a special anonymous gift of £1,500 for the instalation 
of a new special microscope for Mr, Barnard’s use at Mill Hill, 
and also financial assistance given to particular pieces of work 
by the Miners’ Welfare Fund, the Dental Board of the U.K., 
the Enypire Marketing Board, the Distemper Research Council 
of the Field Newspaper, and the British Empire Cancer Campaign, 
much of the work could not have been carried on with success. 
Another factor in reducing expenditure to which Lord Balfour 
again draws attention is the help received from. the numerous 
scientific men who have freely given their time and knowledge 
to the work of the various Committees under. whose detailed 
Supervision by far the greater part of the whole programme of 
work is modeiled and conducted. ‘‘These thanks do not become 
a mere figure of speech by annual repetition. It must be a truism 





*Report of the Medical Research Council for the year 1926-1927. H.M. 
Stationery Office, 1928. Price, 3s. 
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to all who know the realities and reflect upon them, that without 
this unselfish and loyal collaboration the Council could not hope 
to perform adequately the tasks entrusted to them.’”’ Whether it 
is quite satisfactory that a great nation should depend on the 
charity of its best brains for this most necessary work is another 
question. 

The ground covered by the Report is very wide, and deals 
with a great variety of research, but the admirable short accounts 
given in the text will enable the reader to follow the general 
trend of each piece of work. The Committee upon the Physiology 
of Vision is still at work on the special problems of the Fighting 
Services, general problems relating to vision such as glare and 
flicker, and the psychology of reading. Some of the work by 
Banister, Hartridge and Lythgoe on the latter subject was 
published in this journal (Brit. Jl. of Ophthal., Vol. XI, pp. 49, 

321, 1927). Duke-Elder has also received a grant-in-aid for his 

work on the physiology of intra-ocular pressure, an account of 
which formed one of our monograph supplements. The same 
worker in company with J. R. Riddell has been working upon the 
effects on vision of industrial occupations involving the risk of eye- 
strain. Miss Vernon’s work on summarizing the methods used 
in the measurement of eye movements appeared in our March 
number of this year. 

In the introduction to the Report special attention is drawn 
to the successful work of the new machinery provided by the 
Committee of Civil Research in securing the disc ussion, of problems 
affecting different parts of the United Kingdom or of ‘the Empire, 
in the common light of both administrative experience and scientific 
knowledge. 

The fresh opportunities thus provided for collaboration should 
be of great benefit to workers at home as well as to those in the 
Colonial Empire overseas, 

We can assure our readers that they will not grudge the time 
spent in reading this most interesting Report. 





Carl Koller and Cocaine 


In the January-February number (Vol. VII, 1928) of Anesthesia 
and Analgesia will be found some interesting reminiscences by 
Koller on the first use of cocaine in eye surgery. Until 1884 
the only known method of obtaining local anaesthesia was the 
Richardson ether spray, which, acting by freezing, was used for 
operations of short duration, such as the opening of whitlows, etc. 
At this time Koller was house surgeon at the Allgemeine Kranken- 
haus in Vienna; he had done research work in embryology, and 
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had investigated the actions of various poisons on respiration, 
glandular secretion, and circulation. He was impressed by the 
unsuitability of general narcosis for ophthalmic operations, due 
to such sequelae as retching, vomiting and general restlessness. 
His first experiments were done with chloral, bromide, and 
morphia; but these researches led to no success, and the matter 
was temporarily laid aside. 

About this time a young physiologist had, through the distress 
caused by a painful stump, after amputation of a thumb, become 
addicted to the use of morphia. He was under the care of Sigmund 
Freud, later to become famous as the author of psycho-analysis, 
and Breuer. These physicians tried to break their patient of the 
morphia habit by substituting cocaine, supplied by Merck of 
Darmstadt, the available supply of which at the time amounted 
to only a few grammes. Freud, in the summer of 1884, asked 
Koller to assist him in a series of experiments on the physiological 
systemic effects of cocaine. They took the alkaloid by the mouth, 
and, after allowing sufficient time to elapse for the drug to be 
absorbed into the circulation, conducted experiments on their 
muscular strength, fatigue, etc. 

Niemann, in 1858, first isolated the alkaloid from the coca 
leaves brought to Europe from Peru in the Austrian frigate 
Novara, on its scientific .expedition, circumnavigating the globe ; 
and it had been known, since the vear 1860, that cocaine taken by 
the mouth caused numbness of the tongue. 

Koller disposes of the fiction that he was led to the idea of the 
local value of cocaine as an anaesthetic by getting a drop splashed 
into his own eye. This was not the case. He instilled a solution 
of the drug into the eyes of animals in the first place, and found 
that he obtained anaesthesia of the conjunctiva and cornea. 
Afterwards he repeated the experiments on himself, on colleagues, 
and on patients. 

On September 15, 1884, he made his epoch-making discovery 
public by presenting a paper at the meeting of the German 
Ophthalmological Society at Heidelberg; and in October of the 
same year he read a more elaborate paper on the subject before 
the Gesellschaft der Aertze of Vienna. At the same time one of 
his colleagues was engaged on experiments with cocaine as a local 
anaesthetic for laryngological cases, 

In spite of repeated trials with other drugs cocaine easily holds 
the field as the best local anaesthetic for eye work; and although 
it is nearly 44 years since it was first used, and in spite of the 
advocacy of butyn, borocaine, etc., nothing more satisfactory has 
vet been found to take its place in ophthalmic surgery. It is of 
value to have this authoritative account at first hand of the work 
which led up to its discovery. 
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ABSTRACTS 
I.—_NEUROLOGY 


(1) Dejean, Ch. (Montpellier).—The paralytic syndromes of the 
apex of the orbit. (Les syndromes paralytiques du sommet 
de lorbite.) Arch. d’Ophtal., November, 1927. 

(1) Dejean in this long and valuable paper has succumbed 
to the magic of the term syndrome, now so extensively used by 
medical writers. In relation to the subject of his communication 
however the term seems appropriate; the anatomical conditions 
at the apex of the orbit being such that lesions of any nature tend 
to produce some or all of a defined group of paralytic mani- 
festations. 

The paper opens with history, quoting cases observed as long 
ago as 1755 and 1760, and concludes with what must be a nearly 
complete, and is undoubtedly a valuable bibliography of four 
pages. 

Clinically, lesions at the apex of the orbit manifest themselves 
by ocular and periocular paralyses. Through this region pass all 
the nerves and blood-vessels of the eyeball. The vascular signs 
are, naturally, inconstant; arteries and veins, being more elastic, 
tolerate the effect of compression longer than do the nerves. 

The apex syndrome is essentially a paralysis of motor, special 
sense, and sensory nerves which traverse the sphenoidal fissure 
and the optic foramen. 

The author describes four varieties of this syndrome, dependent 
upon the extent of the lesion : 

(1) All nerves are involved ; 2nd, 3rd, 4th, 6th, the first division 
of the 5th and the sympathetic filaments (l’ophtalmoplégie sensorio- 
sensitivo-motrice). 

(2) The lesion being limited to the sphenoidal fissure, the 
optic nerve escapes (l’ophtalmoplégie sensitivo-motrice). 

(3) The paralysis is limited to the extrinsic and intrinsic ocular 
muscles, the optic and the 5th nerve remaining intact (l’ophtal- 
moplégie motrice totale). 

(4) The paralysis may be still more limited, involving only the 
3rd nerve and nasal branch of the 5th, or the lacrymal and frontal 
branches and the 4th nerve. 

Many of the recorded cases are examples of an incomplete 
paralytic syndrome, 

Clinically, the paralyses show all degrees between the isolated 
affection of one nerve and the complete syndrome. Diagnosis is 
often facilitated by the concomitance of an optic nerve lesion. 
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The author publishes full clinical notes of five cases under his 
own observation. He then discusses at length the sympto- 
matology of this ‘‘apex syndrome,’’ and passes to its aetiology. 
This varies greatly, the most common cause being syphilitic osteo- 
periostitis, Among other causes are non-syphilitic osteo-periostitis, 
sarcoma of the sphenoid (established in several instances by 
necropsy), lymphoma (one example), metastatic carcinoma, 
fractures of the base of the-cranium (one such among the author’s 
cases), haemorrhage,  arterio-venous aneurysm, sphenoidal 
sinusitis, 

Treatment must be dependent upon the nature of the lesion, 
but in all doubtful cases anti-syphilitic remedies should be 


administered. J. B. Lawrorp. 


(2) Fromaget, Camille (Bordeaux).—Neuritis of the optic nerve, 
of the fifth nerve, and of the third nerve cured by intra- 
venous injections of cyanide of mercury. (Névrite du nerf 
optique, du trijumeau et de la troisi¢tme paire guérie par le 
cyanure de mercure intraveineux.) La Clin. Ophtal., 
February, 1927. 

(2) Fromaget’s case is one of the interesting class in which 
a ‘process’ is diagnosed as localized at the posterior orbital region 
in the neighbourhood of the sphenoidal fissure and the optic 
canal. In this particular case, although the Wassermann reaction 
was negative and there were no symptoms of syphilis, the author 
considers the process, which might, he says, have been a 
sphenoidal osteo-periostitis, to have been syphilitic in origin. The 
patient, a woman, aged 34 years, had been treated for several 
months at a hospital by mercury and iodide without relief of the 
symptoms. The right eyeball was slightly prominent while the 
rectus internus and rectus superior were defective in function. 
The pupil was considerably dilated and reacted feebly. There 
were violent pains in the region of distribution of the fifth nerve 
while at the same time there was hypoanaesthesia of that region. 
The visual acuity was about 1/100, and there was distinct 
papillitis, the disc being oedematous and prominent. Fromaget 
immediately began daily intravenous injections of one centigramme 
of cyanide of mercury. The patient received between June 20 
and August 22 forty injections without any difficulty. The results 
were brilliant for, by July 3 the visual acuity was 4/10, and by 
July 28, 8/10; while the neuralgia had lessened and the exophthal- 
mos had gone. The author states that by September 15 ‘‘tout est 
rentré dans l’ordre,’’ the vision being normal and the disc just a 
little pale. He also says, however, that there was complete 
anaesthesia in the region of the ophthalmic division and hypo- 
anaesthesia in that of the superior maxillary division, while the 
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pupil was somewhat dilated and there was crossed diplopia on 
looking upwards. A neuralgic recurrence took place at the end 
of September and was cured by a further twenty injections. 

In considering this interesting case, and especially in view of 
the (to say the least of it) doubtful aetiology the reviewer would 
suggest that readers should consult the article ‘‘Monocular optic 
neuritis,’’ by Leslie Buchanan, which appeared in this journal for 
1923,.page 170. The cases there described seem to be similar to 
that now under consideration, and, indeed, the provisional 
diagnosis (not the aetiology) practically identical. But the treat- 
ment, which was highly successful in Buchanan’s cases and in 
one case recently under the care of the reviewer where he took 
Buchanan’s opinion, consisted mainly in repeated blistering over 
the temporo-malar region, the patient remaining in bed and taking 
a course of acetate and iodide of potassium with nux vomica. One 
must recognize that Fromaget’s case may have been syphilitic 
while the others were almost certainly not so, but in any case 
the simpler treatment is worth bearing in mind. 

ERNEST THOMSON. 


(3) Holmes, Gordon and Sargent, Percy (London).—Suprasellar 
endotheliomata. . Brain, Vol. L, p. 518, 1927. 


(3) Gordon Holmes and Sargent give an account of ten cases 
of suprasellar endotheliomata. As they met with six of them 


in the last three years they consider that they cannot be very 
rare. In any case they form a group of considerable importance 
because they are accessible to surgical treatment, and can_ be 
completely removed provided they have not attained too great a 
size before operation. Further, since failure of vision was the 
first symptom in all of the cases here described, they are of 
particular interest to the ophthalmologist. 

These tumours take their origin, not in the dura mater to which 
they are so firmly attached, but in the villous process of the 
arachnoid, the Pacchionian bodies, They are consequently 
primarily intracranial, and must be distinguished from the 
endotheliomata that arise from the dural sheaths of the optic 
nerves and occasionally extend into the cranial cavity through the 
optic foramina (Hudson, Roy. Lond. Ophthal. Hosp. Reps., 
1910). 

The case histories are accompanied by visual field charts. These 
latter show changes similar to those produced by pituitary tumours 
and other growths which compress the chiasma or optic nerves, 
the only noteworthy difference being that in endotheliomata there 
is often a striking asymmetry, the one eye being affected long 
before the other, or the loss in the one field being much greater. 
The most characteristic feature is a loss in the temporal periphery 
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going on to hemianopia and finally blindness, first in one eye 
and then in the other ; or a central or paracentral scotoma associated 
with loss of the temporal periphery. The ophthalmoscopic picture 
is always that of primary atrophy. 

The differential diagnosis has to be made between these tumours 
and tumours of the pituitary body and growths arising in con- 
nection with the infundibulum. From the former endotheliomata 
may be distinguished by the absence of the enlargement of the 
sella, and also from the absence of symptoms of disturbance of 
pituitary function. The distinction of endotheliomata from the 
stalk tumours is not so easy, since these latter also do not give 
any characteristic radiographic appearance. Age incidence is of 
some assistance, for while endotheliomata occur chiefly after forty 
years of age, in a considerable proportion of stalk tumours the 
symptoms appeared within the first two decades, 

‘‘Again headaches, which are rarely a prominent and usually, 
a late symptom in endotheliomata, are almost invariable in stalk 
tumours and are oftén early and very severe. There was a history 
of cerebral vomiting in only one of our patients, but it occurred 
in six out of the ten cases of stalk tumour which we have collected 
for comparison, The constitutional symptoms differ more 
markedly in the two groups. Adiposity of the dyspituitary type 
is very common in the stalk tumours, while it was present in 
pathological degree in one only of our cases of endothelioma, 
and here it was partly at least due to inactivity. Again in our 
series of cases we met with no instance of loss or abnormal 
distribution of hair; but the hair, apart from that of the scalp, 
was scanty, infantile, or, in men, of feminine distribution, in all 
but one of the cases of stalk tumour. Most of these cases were 
also pathologically drowsy or somnolent. Carbohydrate meta- 
. bolism, as measured by the blood-sugar curve after the administra- 
tion of glucose, was normal in all cases of endothelioma in which it 
was tested. The functional state of the sex organs was an even 
more striking point of difference between the two groups, In 
stalk tumours cessation of menstruation in women and loss of 
sexual power in men is almost the rule, but menstruation remained 
regular in all the six women with endotheliomata whom we have 
seen, except in one who was then pregnant, and sexual power was 
unimpaired in two of the men; unfortunately no record of this 
was made in the notes of the other two men. In the six cases of 
endotheliomata in which it is recorded in our notes, the blood 
pressure was normal in relation to the age of the patient, while it 
was abnormally low in the patients with stalk tumours, except in 
two in whom there was severe headache and other evidences of 
considerable rise of intracranial pressure at the time it was taken.”’ 

“Finally when the optic nerves are compressed by an 
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endothelioma, the ophthalmoscopic picture seems to be invariably 
one of simple primary optic atrophy, while papilloedema or. a con- 
secutive atrophy of the disc is present in a considerable proportion 
of stalk tumours.”’ 

This paper was read at the combined meeting of the Section 
of Neurology of the Royal Society of Medicine and the American 
Neurological Society and forms a very valuable contribution to 
the study of these rare cases. Our readers would be well advised 
to read it in the original, 

E.E.H. 


(4) Dupuy-Dutemps, Lagrange et Favory.—Concerning optic 
atrophy due to compression of the optic chiasma by new 
growth. (Del’atrophie optique par compression tumorale du 
chiasme.) Ann. d’Ocul., Vol. CLXII, pp. 242-263 and 321-363, 
1925. 

(4) Dupuy-Dutemps, Lagrange, and Favory describe six 
cases in detail. The more important points are quoted below : 

Case 1. Female, aged 29 years. Ophthalmoscopic examination 
showed fairly marked left optic atrophy; no atrophy of right. 
Bitemporal field loss, Considerable enlargement of the sella Turcica. 
Marked improvement of vision and maintenance of this result, 
with diminution of headache and improvement of menstrual dis- 
turbance, followed radiation applied at intervals between June, 
1922, and April, 1924. 

Treatment consisted in three series of radiations with X-rays, 
the first of fifteen séances, the second of twenty, and the third of 
twenty-four; one séance a week, the X-rays being applied to the 
skull in the direction of the pituitary body from two directions 
at each sitting. 

Case II. Male, aged 45 years. Marked left optic atrophy and 
slight right optic atrophy. Visual fields were widely affected. 
Great enlargement of sella Turcica. X-ray treatment was followed 
by arrest of field loss, but there was no visual improvement, 

Case III. Male, aged 40 years. Optic atrophy, bitemporal 
hemianopia, slight enlargement of sella Turcica. Rapid visual 
improvement during X-ray treatment, slight depreciation of left 
visual acuity later, which became arrested. 

Case 1V. Female, aged 30 years. No apparent optic atrophy 
for about six months after serious loss of visual acuity. Bitemporal 
hemianopia. Enlargement of sella Turcica. For some weeks right 
eye completely blind. It recovered portion of the temporal field 
only (V.=1/15 in this part). During four months following 
cessation of treatment by X-rays, the vision of the right improved 
from 1/15 to 1/5. 

Case V. Female, aged 25 years. No apparent optic atrophy. 
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Ill-defined relative bitemporal hemianopia. Sella Turcica normal 
in size but one posterior clinoid process displaced backwards. 
Treatment by X-ray application and mercurial injections. In three 
months, fields of vision increased very markedly. Vision improved 
from 1/2 and 1/6 to 2/3 and 1/8 respectively. 

Case VI. Female, aged 38 years. Pallor of temporal part of 
right optic disc. Vision 9/10 in each. Marked enlargement of 
sella Turcica. Right temporal hemianopia, left relative temporal 
hemianopia. Amenorrhoea, one year. Treatment by X-rays. 
Vision depreciated in three months during treatment to 3/10 and 
1/10 respectively with further loss of field, but improved after 
twelve months from the start to 3/10 and 9/10. Twenty months 
after the start, vision was 1/20 and 1/1, with well-marked atrophy 
of the right disc. 


Summary. 


The visual acuity in most of the cases was affected late. 
Ophthalmoscopic examination showed marked optic atrophy in 
two cases, and slight temporal pallor on one side in one case at first 
examination. Field of vision. There was bitemporal hemianopia 
in every case, affecting especially the superior temporal quadrant 
in two cases. The macular region was affected in most, but this 
was a late occurrence. This was the condition which first drew 
the patient’s attention to the presence of disease. In one case 
the inferior nasal field disappeared and did not recover while the 
superior temporal field largely returned. Associated symptoms. 
In one case the adiposo-genital syndrome was present, but in the 
others the symptoms were purely those of a chiasmal lesion. The 
radiographic findings were of great value in all the cases. 

Symptoms of the chiasmatic syndrome : 

(1) Visual acuity is affected slowly and progressively, and is 
often the symptom which brings the patient~for examination. 
(2) Ophthalmoscopic examination reveals a waxy yellow colour of 
the optic disc, which indicates the anaemia preceding true atrophy. 
Such an appearance is of better prognosis, as indicating the 
probability of some visual improvement. ‘‘Optic neuritis’’ is very 
rare. (3) Perimetric examination. Bitemporal hemianopia is the 
typical field change. Sometimes the nasal field is affected, and 
sometimes a scotoma is present, Particularly valuable is the 
examination by means of coloured objects. This may give evidence 
as to improvement or deterioration which examination with a white 
object would fail to reveal. The supero-temporal field is usually 
first affected almost simultaneously on the two sides, and the field 
defect extends to the infero-temporal and then to the infero-nasal 
region. (4) Pupil reaction. Production of the pupil reaction of 
Wernicke is much facilitated by the use of the slit-lamp in that a 
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narrow focal beam of light can be directed on to the blind portion 
of the retina. A point of practical importance is the degree of 
pigmentation of the eye. In a blonde, the exclusion of light 
from the nasal portion of the sclerotic is much more important 
than in a brunette. This reaction indicates the presence of a 
lesion in front of the corpora quadrigemina and geniculate bodies. 
The presence of a positive Wernicke reaction is of real value. Its 
absence does not deny the existence of an anterior lesion. 
(5) Associated symptoms. Optic atrophy may be the only sign 
of a pituitary tumour, since the condition may become stationary 
and non-progressive. Headache is persistent rather than of a 
neuralgic type; and sometimes intermittent. The adiposo-genital 
syndrome, polyuria, gigantism, or infantilism sometimes occurs. 

Pathogenesis. Anatomical: (1) The stalk of the pituitary body 
being in contact with the postero-inferior part of the chiasma may 
cause, in cases of pituitary tumour, an indentation of the chiasma 
in this situation. (2) The dura mater varies in thickness. If the 
covering membranes are thick and strong, a pituitary tumour is 
more likely to extend at the expense of its inferior or bony wall. 
If the membrane is thin, upward growth is likely to be more 
marked, X-ray evidence of change less, but headache earlier and 
more intense. The close connection of the arachnoid space with 
the pituitary body explains the effect that basal meningitis some- 
times has on the pituitary functions. (3) Vascular relationship. 
The optic nerves may be compressed where they lie in contact 
- with arteries of the circle of Willis—especially the anterior cerebral 
and anterior communicating. This occurs owing to the upward 
displacement of the chiasma by a pituitary tumour beneath it. By 
this means are explained defects in the inferior nasal field. Toxic 
effects upon the chiasma may take place owing to the action of 
abnormal products of pituitary metabolism reaching the former 
through the free subarachnoid and perivascular lymph spaces. 
(4) The passage of the nerve fibres in the chiasma is described in 
some detail, and explains some anomalies of the visual field. The 
fibres from the inferior nasal part of the retina lie most posteriorly 
in the chiasma. Their compression by the pituitary stalk causes 
loss of field first in the superior temporal region. The fact that 
some of the crossed macular fibres lie somewhat postero-inferiorly 
in the chiasma may explain the presence of a fairly early central 
scotoma. 

Tumours may be hypophyseal, meningeal, or from sphenoidal 
sinus or nasopharynx. Similar effects may be due to tuberculous 
or gummatous masses. Syphilitic basal meningitis and traumatic 
conditions have to be distinguished from the above, In connection 
with the discussion of tumours and inflammatory or traumatic 
causes of damage in the neighbourhood of the chiasma, the 
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transient defects of field of vision which develop in pregnancy 
should be borne in mind. Further, in certain cases of varied 
types of endocrine abnormality, the occurrence of pregnancy has 
been associated with the development of bitemporal hemianopia 
and partial optic atrophy. It has been suggested that in both 
these groups the lesions—temporary or permanent—are due to 
the action of a toxic pituitary secretion which reaches the chiasma 
through the freely communicating lymph channels to which 
reference has already been made. 

Diagnosis : 1. Is an optic atrophy the result of a chiasmal lesion ? 
A chiasmal lesion usually presents bitemporal hemianopia of some 
degree or type—partial or complete, relative or absolute, with or 
without a scotoma in the central area. A posterior lesion, rarely, 
by injuring one tract, causes a lateral homonymous hemianopia. 
Traction by the anterior cerebral arteries in crossing the optic 
nerves may produce binasal hemianopia, Careful neurological 
examination is required in order to exclude a retro-chiasmal or 
cortical cause. Slow development of a lateral hemianopia, the 
presence of a Wernicke pupil reaction, and the later appearance of 
optic atrophy confirm the presence of a lesion of the tract. 
Disseminated sclerosis should be borne in mind. 

II. Is the chiasmal cause of such an atrophy a tumour? 
Papilloedema is rare in a perichiasmal tumour. Headache is more 
common. The most important evidence is that of radiography. 
A discussion of the normal and pathological radiology of the sella 
Turcica follows. 

III. In the absence of satisfactory evidence to support the 
diagnosis of a tumour: (a) evidence of tuberculosis or syphilitic 
meningitis should be sought for—the Wassermann reaction, a cell 
count, and chemical and bacteriological examination of the spinal 
fluid should be made; and (b) history and X-ray evidence of 
fracture of the base of the skull should he investigated, 

Treatment is subdivided into (1) antisyphilitic; (2) radiothera- 
peutic, with details of the technique adopted; and (3) surgical. 
An extensive bibliography accompanies the paper. 


HumpuHrey NEAME. 


(5) Collier, James (London.)—Nuclear ophthalmoplegia, with 
special reference to retraction of the lids and ptosis, and to 
lesions of the posterior commissure. Brain, Vol. L, p. 48,1927. 


(5) This short paper by Collier contains an account of three 
cases in which ophthalmoplegia of nuclear type was a feature. 
The nature of the lesion was ascertained in one of the cases by 
post-mortem examination. This patient was a women, aged 49 
' years, with high blood pressure and a positive Wassermann 
reaction. She was suddenly attacked by right hemiplegia after a 
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fainting fit. There was extreme retraction of both upper eyelids. 
No movement of either eye was possible’ upwards, downwards, 
and to the right, and convergence was lost. Conjugate move- 
ment to the left was perfect. The axes were parallel; there 
was no diplopia, and the eyes at rest looked straight forwards. 
The pupils were small and equal and did not react to light. The 
necropsy showed a circumscribed capsulo-thalamic haemorrhage 
on the left side, which extended downwards only just as far as 
the limits of the posterior commissure, just touching the limit of 
the superior collictlus on the left side. It completely involved 
the posterior commissure on the left side, but did not reach the 
middle line. It did not touch the red nucleus, and did not involve 
any structure below the opening of the aqueduct, leaving therefore 
the oculomotor nuclei intact (the lesion is illustrated by a figure). 
Collier draws the following important deductions from this case : 
‘fA lesion not extending below the level of the posterior commissure 
and not reaching the middle line, can produce intense and lasting 
retraction of both eyelids, together with a severe ophthalmoplegia 
of the nuclear type though the oculomotor nuclei are intact. This 
lesion must have completely divided all paths coming from above 
into the superior colliculus on the left side, as well as those 
entering the posterior commissure from the left-side, and those 
crossing in the posterior commissure to the left side. It could 
not have involved any down-coming path on the right side unless 
this path crossed in the posterior commissure. Since in this case 
lateral conjugate movements to the left were perfect, it seems 
probable that the down-coming paths from the cerebrum for 
upward movement, downward movement, and convergence cross 
in the posterior commissure, while those for lateral conjugate 
movement are situated more laterally and cross lower down.” 
The second patient was a man, aged 69 years, who was seized 
with giddiness followed by feft hemiplegia. There was complete 
external ophthalmoplegia and intense retraction of the left upper 
eyelid, with a moderate-sized feft pupil which reacted to fight. 
There was marked ptosis of the right lid, with a small right pupil 
which did not react to fight. This patient made considerable 
improvement, with the result that the right pupil became larger 
and again reacted to light, and the right ptosis lessened day by 
day and gave place to a retraction of the right lid as extreme as 
that on the left side. Collier considers that the Jesion in this case 
was in the region of the posterior commissure on both sides of the 
middle line, and involved all the down-coming paths for ocular 
movement, so causing a total external ocular palsy without 
diplopia. He considers that this case suggests that the Sesion 
responsible for retraction is situated farther forwards than that 
which causes ptosis, and that the mechanisms for retraction and 
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ptosis are strictly unilateral as regards the mesencephalon and the 
eye, since the two conditions may co-exist side by side. ‘ 

The third patient was a women, aged 56 years, who had had 
two attacks of hemiplegia, separated by an interval of six months. 
On examination she had a very slight right hemiplegia. There 
was complete loss of upward and downward movements of both 
eyes and of convergence, while the lateral conjugate movements 
to either side were perfect. The upper lid on the right side was 
markedly retracted, and the pupil was of moderate size and reacted 
to light. The left eyelid was half dropped, and the left pupil did 
not react to light. Here the author considers that the lesion was 
in the region of the posterior commissure on either side of the 
middle line, so producing the complete loss of upward and down- 
ward movements and of convergence by causing a supranuclear 
lesion, and not extending far laterally, so leaving intact the 
descending paths which subserve lateral conjugate movements. 
This case, in his opinion, shows that the mechanisms concerned 
with retraction of the lid and with ptosis may be separately and 
unilaterally affected, and that these physical signs may co-exist 
in the same patient when a local lesion of the upper mesencephalon 
is bilateral and oblique, or where such a lesion extends further 
back upon one side than upon the other. 

The main part of this interesting paper does not lend itself to 
abstraction and should be read in the original by those interested 


in the subject. 
E.E.H. 


(6) Isnel, R. (Grenoble).—Observations upon several cases of 
paralysis of the accommodation of several years duration in 
patients affected by. epidemic encephalitis, and on a post- 
encephalitic Parinaud’s syndrome. (Observations de quel- 


ques cas de paralysies de Vaccommodation, persistant depuis 
plusieurs andées chez des malades atteints d'encéphalite 
épidémique et d’un syndrome de Parinaud post-encéphal- 
itique.} Ann. d@’Ocul., Vol. CLXIT, p. 316, 1926. 

(6) Isnel claims to have seen and followed a certain number 
of cases of persistent paralysis of accommodation in encephalitis 
lethargica, These palsies lasted for severai years in young people. 
The trouble usually begins early in the disease, bui sometimes as 
late as several months after an attack has apparently entirely 
subsided. In one case, several months after an apparent cure, 
diplopia and progressive disturbance of associated ocular move- 
ments and of accommodation developed. Most writers indicate 
that nearly always to the accommodative palsy are added other 
ocular signs (strabismus, diplopia, disturbance of associated move- 
ments), and, of greater import, general manifestations (rigidity, 
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Parkinson’s disease, visceral disturbances). 
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The accommodation 


palsy is of small importance in comparison with the other later 





developments. : 
Onset 
Case of Symptoms After progress 
disease 





Case I, age 

48, male Jan,, 1923 
Case II, age | May, 1921 
124, male 

Case III,age | Mar., 1918 
16, female 

CaseIV,age| Feb., 1920 
13, female 








| 


Pains in upper limbs; 
radial palsy, R.; 
marked drowsiness; 
slight fever ; diplo- 


pia for 1 month. 
Well in 2 to 3 
months 


In July, 1921, diplo- 
pia; homonymous. 
Convergent squint, 
L.E, Accommoda- 
tion palsy 

In Mar., 1918, slight 
R. mydriasis ; cross- 
ed diplopia ; accom- 
modation paralysis 

In Feb., 1920, history 
of drowsiness, hic- 
cough, vomiting, 
strabismus, diplo- 
pia; 6 weeks in 
hospital 





July, 1923. Sudden diplopia; 
homonymous diplopia, + to L. ; 
V.R.=L.t-1.5=6/6. No V.D. 
history. W.R.+ Treated with 
urotropine, Novarsenobenzol, 
Quinby. No effect on diplopia. 
July, 1924. Parinaud’s syndrome, 
loss of light reflexes, and with 
accommodation convergence, 
diplopia, paralysis of accommo- 
dation. Sept., 1924. Stiffness, 
set expression indicating the 
beginning of Parkinson’s disease 

Sept., 1925, persistence of accom- 
modation palsy. Pupils equal and 
active, with light and accommo- 
dation convergence. No general 
signs 

Nov., 1923. R. pupil larger than 
L. Paresis of accommodation, 
R.>L.; crossed diplopia; R. 
convergence insufficiency 

Oct., 1920. Unable to read or write. 
May, 1923. Fixed expression ; 
slight L. divergent squint and 
slight L. sursumvergent; asso- 
ciated movements up and down 
and convergence defective. 
Pupils, R. > L.; refiexes, light 
—weak, with accommodation 
convergence — normal for the 
right eye. Crossed diplopia. 
Complete L. accommodation 
palsy, slight in right 





Analysis of the above table shows : 
The ages of the patients were 124, 13, 16 and 48; two were male 


and two female. 


Drowsiness is reported in two cases, diplopia 


in all four, defective pupil reflexes and impaired convergence in 


two. 


HuMPHREY NEAME. 


(7) Velter, E., and Tournay, A. (Paris).—Pupillary inequality. 
(L’inégalité pupillaire.) Arch. d’Ophtal., December, 1927. 


(7) This paper merits attention. 


It is so long (extending to 


47 pages of the Archives) and so comprehensive that an abstract 
of it within the usual limits would be quite inadequate. 
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The importance of anisocoria in disease of the nervous system 
was first emphasized by Baillarger in 1850, in especial relation to 
general paralysis of the insane. In 1869 Roque and Argyll 
Robertson made further important contributions to the subject, 
and in 1897 Frenkel’s valuable monograph appeared. Since that 
date numerous observers have made additions to our knowledge, 
especially Lafon. 

Velter and Tournay classify the anisocorias into two large 
groups according to their relation to disturbances in the irido- 
constrictor apparatus or the irido-dilator; these groups have 
numerous subdivisions, They then endeavour to identify and 
explain, by analogy with known facts in neuro-pathology, those 
forms which cannot be directly connected with one or other pupillo- 
motor tract. Théy exclude from consideration pupillary inequality 
due to intra-ocular disease, and they accept two forms of physio- 
logical anisocoria; one in which there is, in healthy persons, very 
slight constant inequality, negligible except in so far as it might 
lead to erroneous diagnosis; the other, more obvious, constant 
in its characters, associated with lateral movements of the eyes. 

Those interested in the subject discussed by the authors will 


do well to consult the original paper. 
J. B. Lawrorp. 


(8) Beck, Gilbert (Buffalo, N.Y.)—A case of diffuse Myelitis 
associated with Optic Neuritis. Brain, Vol. L, p. 687, 1927. 


(8) Beck gives a very detailed account of the symptoms and 
pathology, as revealed post-mortem, of an unusual type of case 
in which a diffuse myelitis (not a disseminated sclerosis) was 
associated with optic neuritis. The patient, who was under the 
care of Dr. Gordon Holmes, was a girl, aged 15 years. Her first 
symptom was loss of vision, going on almost to complete blindness, 
and then followed by considerable improvement. Four months 
later the vision failed again, going on to blindness, and again 
followed by recovery. Eight months from the onset of the disease 
myelitic symptoms appeared, with a subsequent improvement to 
good health for two or three months. Once more there were 
visual disturbances with slight improvement for a few weeks, and 
thereafter a rather rapidly ascending paralysis, blindness and 
death. The post-mortem findings are dealt with at considerable 
length with numerous illustrations. They show a definite picture 
of a true myelitis and an optic neuritis. 

In the discussion that followed the paper Gordon Holmes was 
able to refer to three other cases he had examined pathologically 
and in which the appearances were the same as those described by 
Beck. He considered that an interesting point was the possibility 
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of these cases being due to some specific affection which might 
assume epidemic form. During 1917 he saw a number of these 
cases in the British Expeditionary Force in France. He added 
that it was extraordinary that, in the presence of such intense 
changes as those shown by Beck and others in the nervous system, 
so much functional recovery could occur, In that respect he 
considered that the disease was almost unique. Dr. C. P. Symonds 
suggested that the disease might be considered to be a rapidly 
progressing disseminated sclerosis and not a separate entity. A 
valuable bibliography containing 63 references accompanies the 


paper. 
E.E.H. 


(9) Pike, N. H.(Cheltenham).—The significance of optic neuritis 
Irish Jl. of Med. Science, October, 1927. 

(9) In the course of an instructive clinical paper Pike refers 
to the great interest of cases of subarachnoid haemorrhages. They 
are frequently traumatic, but may be due to rupture of a so-called 
congenital aneurysm. of one of the basal arteries, The eye 
changes are similar, and may be observed soon after the onset 
of the haemorrhage. There is nearly always a bilateral papill- 
oedema with retinal haemorrhages near the disc, but often at a 
considerable distance from it, and in some cases vitreous 
haemorrhages. Pathological examination of such cases shows that 
the sheath of the optic nerve is filled with blood-clot (this being 
most obvious just behind the globe) and the papilla swollen. This 
is probably due to blocking of the arachnoidal villi by blood 
causing a rise in the intracranial pressure; the vaginal sheath 
of the nerve becomes distended with blood and fluid so that the 
venous return from the eye is interfered with. In these cases the 
author states that it is not necessary to operate to save the sight. 


A. F. MacCattan. 


(10) Fazakas, A,and Thurzo, E. (Hungary). — Therapeutic 
measures in tabetic optic atrophy. (Zur Frage der thera- 
peutischen Beeinflussbarkeit der tabischen Optikusatrophie. ) 
Klin. Monatsbl. f. Augenheilk., Bad. LXXVIII, S. 664, 1927. 


(10) Fazakas and Thurzo review the various methods of 
treatment which have been recommended from time to time for 
tabetic optic atrophy. They conclude that the greatest hope of 
success is offered by a combination of endo-cysternal ‘‘pneumo- 
cephaly,”’ endo-cysternal injection of neosalvarsan, and energetic 
intra-venous or intra-carotid we of eigenen of salvarsan 
and mercury. 
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Pneumo-cephaly is repeated five or six times. On each occasion 
25 to 40 c.cs. of air heated to the body temperature is injected by 
a syringe through the suboccipital route into the cysterna cerebello- 
medullaris from which it penetrates throughout the subarachnoid 
spaces round the brain-stem. Such an artificial pneumo-cephaly 
has been practised in the clinic for nervous diseases at Debrecen 
since 1921 for general paralysis and other diseases. Its therapeutic 


-action is said to be due to the production of an aseptic meningitis 


in the subarachnoid spaces and ventricles, involving considerable 
irritative hyperaemia and increased flow of fluid. Four to six 
hours after the injection the fundi of the eyes are described as 
showing a pronounced hyperaemia which lasts two to three days. 
The injection can also be made through the lumbar route, but 
the best results are claimed for the more direct, although more 
difficult approach beneath the occipital bone. 

Three cases of optic atrophy are described which were subjected 
to this treatment. In each an improvement in the visual acuity 


and in the fields was recorded. 
W. S. DuKE-ELDrer. 


(11) Davis, W. T. (Washington).—Unilateral optic neuritis. 
Surgery, Gynaecology and Obstetrics, June, 1927. 

(11) Davis had 35 cases of unilateral neuritic atrophy in his 
private practice. These cases were exhaustively studied with the 
following conclusions as to aetiology : 

Syphilis, 3; dental infection, 1; tonsillar infection, 2; brain 
tumour, 2; encephalitis lethargica, 1; nasal accessory sinus 
disease, 2; mumps, 1; chronic arsenical poisoning, 1; cardio- 
vascular disease, 3; exposure to cold, 1; secondary to disseminated 
choroiditis, 1; disseminated sclerosis, 1; facial erysipelas, 1; skull 
injury, 1; senility, 1; birth injury, 1; contusion of the globe, 1; 
toxaemia of pregnancy, 1; undetermined, 9. 


A. F. MacCattan. 


(12) Winkler, Dr. Ludwig.—On the sulphur treatment of optic 
atrophy.—(Ueber Schwefeltherapie der Optikusatrophie.) 
Wiener Klin. Wochenschr., March 15, 1928. 


(12) Winkier first refers to the malaria treatment of general 
paralysis, and to the lack of success by this method of treatment 
in cases of tabes. He cites the cases of tabetic optic atrophy 
which have been treated by this method in which either no 
beneficial effect was obtained or where the effect was apparently 
a rapid progress of the atrophy. These experiences led him to 
try the effect of another irritant and he selected sulphur because 
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of its known beneficial effects in many of the manifestations of 
syphilis. 

Sulphur in syphilis has a double action—first, in cases of 
apparent cure by mercury, administration of sulphur causes the 
disease to become manifest once again,and secondly, torpid skin 
affections show a tendency to heal. It is assumed that this is the 
result of an increase in tissue reaction to the spirochaete, brought 
about by a stimulation of intermediate metabolic change, 

Maliwa and Spiro regard the action of sulphur as specific by 
chemical means and not merely a protein-like effect, and as 
evidence cite the increased quantity of Rhodan in the saliva and 
urine which results from a percutaneous (baths or ointment) 
application of sulphur—and also the local effects of the colloidal 
sulphur ointment (Perthisan) without any signs of general reaction. 
If instead of sulphur a colloidal selenium ointment be used no 
local reaction is obtained, 

It appears probable that sulphur administered parenterally has 
in addition to the local specific effect a protein-like effect. 
At the point of application there will occur a katabolic change of 
tissue albumens, and it is these altered substances which will 
produce the protein effect. They will give rise to the signs of 
general reaction ; rigors, increased temperature and a leucocytosis. 

It was for the above reasons that Winkler exhibited sulphur 
by the parenteral route. He used a 0.5 per cent, to 1 per cent. 
emulsion of sulphur in olive oil and at the same time gave bismuth 
(10 per cent, bismuth subsalicylate emulsion in ol. amygd. dulc.). 
The patients first received two injections of bismuth and then 
bi-weekly injections of the mixed emulsions. If the reaction 
resulted in a temperature of 39° C. or over then an injection of 
bismuth only was given—commencing dose 0.20 c.c. of the 0.5 per 
cent, emulsion, which could be increased in subsequent doses up 
to3c.c. It was never necessary to use a lesser concentration than 
the 0.5 per cent., and an effort was made to limit the febrile 
reaction to 38° C. for all the injections. 

He gives the results of five cases of tabetic atrophy in which 
this method of treatment was used. 

The periods of observation in these five cases are: 18, 8, 5, 3, 
and 4 months respectively. In two cases an improvement was 
obtained and maintained for 18 and 8 months respectively. In the 
other three cases no improvement was obtained, but the previously 
rapid downward progress was arrested and the vision maintained 
during the whole period of observation. It is, of course obvious 
that the cases are too few in number and the periods of observation 
too short for any definite conclusion to be drawn, but Winkler 


promises further contributions on this subject. 
A. H. Levy. 





SYMPATHETIC OPHTHALMITIS 


II—SYMPATHETIC OPHTHALMITIS 


(1) Abe, Tetsuo (Sendai, Japan}.—Experiments on sympathetic 
ophthalmitis produced by herpes virus (v. Szily), with 
special reference to the path of transmission. (Experimente 
iiber die durch Herpes Virus erzeugte sympathische Oph- 
thalmie (v. Szily) unter besonderer Beriicksichtigung der 
Fortleitungsbahn.) Arch. f. Ophthal., Vol. CXVII, 1926. 


(1) v. Szily had succeeded by the inoculation of one eye with 
herpes virus in producing a plastic uveitis in it and a sympathetic 
inflammation in the other eye, viz., severe irido-cyclitis and 
diffuse infiltration of the choroid with lymphocytes and nests of 
epithelioid cells. Abe observed, however, that in v. Szily’s work 
the histological conditions described, although very similar to those 
found in human sympathetic ophthalmitis, did not correspond with 
the herpetic changes usually found in other tissues, while there was 
a uniform absence of signs of encephalitis in the inoculated animals, 

Abe repeated the experiments on rabbits by injection of herpes 
virus into the vitreous and was able in 30 per cent, of his cases to 
produce a sympathetic inflammation in the sense that v, Szily did : 
in all his positive cases the first symptom in the second eye was 
optic neuritis, an irido-cyclitis being sometimes absent or varying 
in degree. The shortest incubation period he met with was ten 
days. 

The microscopical changes found by Abe were most marked in 
the optic nerve and retina, and he is of opinion that the changes 
in herpetic sympathetic ophthalmitis are in all essential points 
different in character from those observed in this disease in 
man, so that the herpes virus is definitely not the exciting cause 
in the latter affection. The two diseases, however, resemble each 
other on this point, that the pathological process in the primarily. — 
infected eye produces after a definite interval similar changes in the 
previously healthy second eye. 

As to the mode of transmission of the virus he discusses the 
possible ways, and he concludes that in all probability the virus 
inoculated into the vitreous of one eye travels, on the one hand, 
mainly along the ciliary nerves to the brain, setting up an 
encephalo-meningitis, and on the other hand, reaches the second 
eye exclusively by way of the optic nerve (not the nerve sheaths) 
and the chiasma. 

There is no certain proof that it is carried by way of the circula- 
tion, while the view that the affection of the second eye possibly 
follows as a descending inflammation from a meningo-encephalitis 
is also untenable, 

THOos, SNOWBALL, 
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(2) Hepburn, M. L.—Sympathetic ophthalmitis. Trans. Ophthal. 
Soc. U.K., 1926. 

(2) Hepburn quotes the following as being the prevailing 
opinion with regard to sympathetic ophthalmitis in 1886: 

(1). Sympathetic inflammation without a wound is a possibility. 
(2) It is improbable that a very long time can elapse. between the 
wound and the onset of sympathetic inflammation. (8) Prognosis 
is usually more favourable with a short interval. (4) The 
only treatment is excision of the exciting eye. (5) Wounds 
of the ‘‘dangerous area’’ are most likely to give rise to the con- 
dition. (6) The infection travelled via optic nerve and chiasma. 
Nowadays, he thinks that not every eye which manifests keratic 
precipitates following injury or operation should be regarded as 
necessarily of sympathetic type, and even if so, should not be 
immediately excised; and also many eyes which show keratic 
precipitates should be operated on for the relief of symptoms. He 
relies on the differential blood count as a means of diagnosis in 
cases of suspected sympathetic inflammation. This gives an 
increased large mononuclear count. 

Out of 150 cases in which sympathetic inflammation was feared 
and a blood count made, 50 showed an increase of large mono- 
nuclears. In only six cases was there affection of the uninjured 
eye when the disease was discovered early by the blood-count, and, 
in these, symptoms had existed before they came under observation. 

The axiom that one should not operate on an eye that shows 
keratic precipitates or is injected must be modified under certain 
conditions, where the blood count is normal, and eyes may thus 
be saved with good vision, — 

Several cases proved the value of salvarsan injections, especially 
those with excess of mononuclears, but keratic precipitates in one 
‘eye only, and those with sympathetic inflammation definitely 
established. 

In this series the number of excisions totalled about thirty. He 
considers that we have now a means for diagnosing both threaten- 
ing and existing sympathetic ophthalmitis (the blood count) and 
a useful method of treatment (salvarsan). 

G. G. PENMAN. 


(3) Browning, S. H. = Sympathetic ophthalmitis. Trans. 
Ophthal. Soc. U.K., 1926. 

(3) Browning gives the following blood counts as typical— 
normal, 60-70 per cent. polymorphous, 20-23 per cent. lymphocytes, 
2-5 per cent.. large mononuclears; sympathetic, -56 per cent. 
polymorphous, 26 per cent. lymphocytes, 16 per cent: large mono- 
nuclears. This type of blood-count is found in many protozoal 
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diseases, supporting the theory that sympathetic ophthalmitis is 
due to a protozoal infection. . The microscopical appearances in 
eyes removed for sympathetic inflammation are also in favour of 
this. In many cases the blood count is positive before any changes 
can be seen in the uninjured eye, 

Out of 124 cases, 42 gave a positive count and 82 a negative 
count. ‘‘Of the 42 with a positive count the injured eye was 
removed in 13 cases, and in one case both eyes were excised ; four 
eyes were. removed for the extent of the injury. and. nine for the 
onset of sympathetic inflammation. Of these nine. only: three were 
treated with ‘606’ ; twenty-two other cases were treated with ‘606,’ 
and excision was not considered necessary in any of these cases.’’ 

Of the 82 with normal counts five were removed forthe extent 
of injury, one for definite sympathetic inflammation, and one for 
fear of this. As regards the anaphylactic theory of sympathetic 
ophthalmitis, he brings several strong arguments against it, 
especially the fact that anaphylactic toxin affects the central nervous 
system, and the essential phenomenon is a disintegration of this 
system. In the pathological and histological examination of 
animals suffering from anaphylaxis, nothing is found in any way 
resembling the microscopical appeeninns in sympathetic ophthal- 
mitis, 


G. G. PENMAN. 
(4) Butler, T. Harrison.—Sympathetic ophthalmitis. Trans- 


Ophthal. Soc, U.K., 1926. 

(4) Harrison Butler in reviewing his cases of sympathetic 
ophthalmitis for the last twenty ‘years, found that every case in 
which the exciting eye had not been removed resulted in total loss 
of sight in the other eye, in spite of the use of salicylates and 
salvarsan, 

The slit-lamp he found to give great assistance in the differential 
diagnosis of sympathetic ophthalmitis. The slit-lamp signs of 
this condition are the presence in the vitreous, the aqueous, and 
the retrolental space, of ‘‘cells,’’ in the sense of floating particles. 
Another sign is the presence of keratic precipitates, of a pellucid, 
granular, and ill-defined nature, plastered over the lower part of 
the back of the cornea as though with a paste-brush. A third sign 
consists in little evanescent patches of exudate on the pupillary 
margin, and sometimes on the iris itself. If the keratic precipitates 
are not pellucid, but pigmented, and the aqueous, vitreous, and 
retrolental space free from cells, he thinks that the case can be 
definitely said not to be one of sympathetic Cente, and that 
it is unjustifiable to remove the eye. 

The mere presence of an increased ‘‘flare’’ in the aqueous is 5 not 
sufficient to justify radical procedure, but if the condition goes on; 
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and one discovers cells and this pellucid type of keratic precipitates, 
the proper thing to do is to remove the eye, however good. To 


leave it in is simply to ask for trouble. 
G. G. PENMAN, 


(5) Villard) H.—A case of sympathetic ophthalmitis following 
early enucleation of the injured eye. (A propos d’un cas 
dophtalmie sympathique survenue malgré })énucléation 

- préventive et hative de l’oeil blessé.) Ann. d’Qcul., Vol. 

CLXII, p. 363, 1925. 

(5) Villard points out that, although in general the early 
enucleation of a severely injured eye prevents the development of 
sympathetic ophthalmitis in the fellow eye, occasionally this 
catastrophe does arise in spite of early excision. 

On January 26, 1924, Mme F., aged 52 years, fell and struck 
the left eye violently so that vision was completely fost. There 
was a large rupture of the eyeball near the limbus above, with 
prolapse of iris and ciliary body. For six days the patient refused 
to allow enucleation. The eye was excised on February 1. On 
March I, the patient came for examination complaining of pain in 
the right eye for the previous three days. There was typical 
sympathetic ophthalmitis, with pupillary exudate, vitreous opacities 
and vision reduced to 1/7. After vigorous treatment by atropine, 
intravenous neosalvarsan and cyanide of mercury, etc., the disease 
improved, but a relapse occurred on March 26 with a_ severe 
recurrence of irido-cyclitis. Recovery followed, and in March, 
1925, the patient showed merely three or four sma)) pigment 
deposits on the lens capsule. Her vision was 0.7. The urine had 
been found to be healthy and the Wassermann reaction negative 
on March, 1924. 

Villard insists that the generally accepted period of fifteen days, 
as the time within which prophylactic enucleation of the injured 
eye should be performed, must be shortened. The prognosis in 
exceptional cases, such as his, is to be regarded as favourable if 


vigorous treatment is adopted. 
HuMPHREY NEAME. 


(6) Wilson, James Alexander (Glasgow).—Sympathetic oph- 
thalmia. Glasgow Med. Jl., August, 1927. 

(6) Wilson describes some experiments upon himself—un- 
pleasant enough—which he considers support his views on the 
aetiology of sympathetic ophtha)mitis which were expressed in the 
Glasgow Medical Journal for April, 1918, and in the British Medical 
Journal for October 25, 1924. Wilson there suggested that ‘‘some 


noxa from the injured eye passed up the optic nerve, which by 
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virtue of the decussation of the nerve fibres reached both sides of 
the brain, causing bilateral disturbances, from which emanated 
influences that manifested themselves in the uninjured eye, first 
as capillary changes, and, later, as uveitis.’’ Wilson confesses 
that he does not use tobacco in any form and one cannot but 
congratulate him on his enthusiasm when ‘‘out of experimental 
curiosity’' he passed into the nostrils once a day as much ‘snuff 
as would lie on a threepenny piece, and after twenty minutes 
douched it out with a solution of bicarbonate of soda. After three 
months of this daily treatment a papular rash appeared on the right 
upper eyelid. The snuffing was discontinued and in ten days the 
eyelid had become normal. A few weeks later a further course 
of the same treatment, or rather maltreatment, was commenced 
and resulted in hyperaemic areas appearing in the cheeks shortly 
after introducing the snuff. They disappeared, but afterwards 
became more obvious and lasted longer. After about six weeks 
an attack of nasal catarrh came on and the hyperaemic areas became 
more conspicuous, and a crop of papules appeared in the area in 
the left cheek. The snuffing was discontinued. In three days the 
hyperaemia lessened and the papules stood out, eight of them, in 
an irregular vertical row. They. persisted for two weeks. 

The author’s argument is as follows: ‘‘Irritating substances 
probably passed up the perineural sheaths, reached the Gasserian 
ganglion, or deeper, causing some disturbance, from which 
influences radiated along other branches of the nerve, or that were 
in some way responsible for the peripheral manifestations. .. . 
If these phenomena can be obtained within the distribution of the 
fifth nerve, then the decussation of the fibres of the optic nerves 
supplies the mechanism that enables the influences to cross from 
one side to the other. It is acknowledged that a decayed and septic 
tooth may tend to precipitate or cause recurrence of sympathetic 
symptoms. Here there is probably an infected lymph stream 
ascending from the tooth to the ganglion, and operating via the 
ophthalmic division of the same widely distributed nerve. If this 
is the mechanism by which sympathetic ophthalmitis is produced, 
then possibly subconjunctival injections might be helpful by 
diluting an infected lymph stream.” 
ERNEST THOMSON. 
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IllL.—MISCELLANEOUS 


(1) Hébert (St. Quentin).—On the use of the galvanometer in 
the diagnosis of very small intra-ocular foreign bodies. 
(De Vapplication du magnétometre au diagnostic des corps 
étrangers intraoculaires de petites dimensions.) Amn. 
@Ocul., Vol. CLXIII, p. 444, 1926. 


(1). Hébert emphasizes the utility of a galvanometer in the 
diagnosis of minute magnetic foreign bodies in the eye. Three 
cases are reported in detail. It is shown that with such small 
foreign bodies the giant magnet may fail to give a positive result. 
The application of a galvanometer (De Chanaud model, see Ann. 
a@’Ocul., March, 1928), may cause a slight movement of the needle 
at once. If not, the giant magnet is used—usually without result 
in such cases. This magnetizes the foreign body sufficiently to 
cause a deflection of the galvanometer needle at its second appli- 
cation. By means of movement of the eye in various directions, 
an indication is usually obtainable as to the site of the foreign 


body by the speed of response of the galvanometer needle. 
HUMPHREY NEAME. 


(2) Salvati (Alexandria).—Changes produced by cholesterin on 
the ocular vessels of animals and the importance of iodine 
as a preventive. (Les altérations provoquées par la cholés- 
terine sur les vaisseaux oculaires des animaux et l'importance 
de l'iode pour le prévenir.) Ann. d’Ocul., Vol. CLXIII, p. 363. 
1926. 

(2) Salvati points out the well-known poisonous action of 
cholesterin upon the organism. It had been shown by experiments 
upon animals that the administration of this substance for four 
weeks produced an enormous infiltration of the liver; the supra- 
renal bodies and the hypertrophied aortic walls presented similar 
changes in a different manner. Salvati administered cholesterin 
by the mouth to dogs for a period of four months in doses of 
50 centigrammes every alternate day. In some of these he injected 
adrenaline intravenously as this substance had been claimed to 
neutralize the effects of cholesterin. Changes seen by the ophthal- 
moscope bore a close resemblance to those seen in retinal arterio- 
sclerosis. The pathological changes consisted mainly in a marked 
thickening of the intima of the vessels. It was considered that 
the changes were a reproduction of atheroma as it occurs in the 
human being. In two animals the cholesterin feeding was alter- 
nated with injections of 2 per cent. iodine for the whole period. 
In these no trace of ophthalmoscopic or pathological change was 
detected. 


HUMPHREY NEAME. 
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(3) Dupuy-Dutemps and Périn.—Transitory spasmodic myopia 
- due to-arsenobenzol. (Myopie spasmodique transitoire 
arsénobenzolique.) Ann. d’Ocul., Vol. CLXIII, p. 123, 1926. 

(3) Dupuy-Dutemps and Périn report two cases of the 
occurrence of a moderate amount of myopia—up to about 3 dioptres 


—within about twelve hours of the time of injection of an ordinary 
dose of arsenobenzol. The patients were aged thirty-seven and 
thirty years. “This spasm of the ciliary muscle was unassociated 
with any action upon the pupil or its reflexes. The duration of 
the spasm was about forty-eight hours. In one case, one eye alone 
was affected after one injection, but both eyes suffered after the 
next injection. The onset of the spasm is heralded by headache 
and sometimes, by nausea, 


Humpurey NEAME. 








CORRESPONDENCE 


ANGIECTASIS 


To the Editor of THE British JOURNAL OF OPHTHALMOLOGY 


Si1r,—In the BRITISH JOURNAL OF OPHTHALMOLOGY for. February, 
1928, Dr. Adalbert Fuchs describes a condition resembling 
inflammatory glaucoma under the heading of angiectasis of the 
eyeball. I was much interested, for I have seen two cases very 
much resembling his description. I looked upon it as a manifesta- 
tion of a general condition and discovered that both had 
polycythaemia vera. 

In the first ‘case,.a* woman, aged 54 years, all ophthalmic 
veins must have been enlarged as the ciliary and retinal were; 
for the lids were tense and prominent, the globe protruding and 
set so tightly in the orbit that movement of the eyeball was limited. 
The dilated and tortuous ciliary veins suggested at once glaucoma, 
but.with no evidence of inflammatory process. The discs were 
hyperaemic with well marked edges, and numerous very fine 
capillaries on the surface. The retinal veins immediately arrested 
attention by their beautiful dark brown mahogany colour, standing 
well up so that their full roundish contour could be seen. Barring 
the colour they resembled firemen’s hose in action. _ The: full 
choroidal veins gave the fundi a rather rich, reddish brown 
appearance; nothing else pathological in the fundi. The retinal 
blood picture was extreme, for haemoglobin was over 116 per cent., 
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volume of blood was not estimated but 45 oz. were removed at the 
time with an improvement in the general condition and recession 
of proptosis and swelling in the lids. 

The second case was a man, aged 48 years. He fell in a fit 
when going to work. Examination of eyes and eye grounds 
resembled the first case but in a moderate degree, full anterior 
ciliary and full rich brown mahogany retinal veins like firemen’s 
hose, well cut disc but hyperaemic reddish brown choroid, no 
pathological fundus changes. Haemoglobin 110 per cent., red 
blood cells 7,000,000. 

I have seen several cases of polycythaemia vera since and feel 
that their fundi have a pathological entity of their own. 


Yours very truly, 


E. H. SAuNDERS. 
Vancouver, B.C., 
March 15, 1928. 








NOTES 


ori sr Bagisad AT the annual meeting of the North of England 
Peeseciety © Ophthalmological Society, the following officers 


Society : 
were elected for the year 1928-1929 :-—President, 


. D. Wardale *(Newcastle-on-Tyne) ; Vice-President, Thomas 
Snowball (Burnley) ; Council, A. T. Paterson (Newcastle-on-Tyne), 
J. A. Ross (Carlisle) ; Treasurer, W. H. Kiep (Bradford); Secretary, 
Percival J. Hay (Sheffield). 


* * * * 


WE note with pleasure that Mr. A. H. 
SINCLAIR has been appointed Honorary Sur- 
geon Oculist to His Majesty’s Medical Household in Scotland. 


Appointment 


* * * * 


Dr. GEORGE YOUNG’S appointment as Hon. 
Corrigenda Ophthalmic Surgeon on page 174 to the Clacton 
and District Cottage Hospital, should have been 
that of Hon. Consulting Ophthalmic Surgeon. 


In Dr. McCurry’s paper, published in our last issue, on p. 184, 
the second line should read: ‘‘E. Holn®™ after seeing Lohlein’s 
article, which confirmed Finlay and Carvill’s finding, made 
independent investigations.”’ 
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FUTURE ARRANGEMENTS 








1928 
May 14-16.—Société francaise d’Ophtalmologie at the Faculty 
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